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ABSTRACT 

This hearing was held in response to a request from 
the Congressional Black Caucus, which asked the subcommittees to find 
out if the Department of Health and Human Services (HHS) was doing 
everything possible to reduce infant mortality, especially the high 
death rate experienced by Blacks. The hearing opened with statements 
by both subcommittee chairmen, after which congressional 
Representatives and the chief of Maternal and Child Health, Michigan 
Department of Public Health testified to the benefits of various 
maternal and child programs and the effects of federal and state 
funding cuts on these programs. The assistant secretary for HHS 
discussed current programs and stated that more research was 
necessary to find out the causes of the discrepancy between Black and 
White mortality rates. Questions to him focused on planned merging of 
existing programs into block grants and subsequent loss of funds, the 
possibilities for increasing the accessibility of health services and 
nutrition programs, coordinating research efforts with the Public 
Health Service, and problems in receiving information from his 
agency. Representatives from the Children's Defense Fund, the Food 
Research and Action Center, Public Advocates, Inc., and Satellite 
Clinic, Harlem Hospital also testified. Material submitted for the 
record was from organizations which gave oral testimony and from the 
American College of Nurse-Midwi ves , the Harvard School of Public 
Health, and the Mexican American Legal Defence and Educational Fund. 
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INFANT MORTALITY RATES: FAILURE TO CLOSE 
THE BLACK- WHITE GAP 



FRIDAY, MARCH 16, 1984 

House of Representatives, 
Committee on Energy and Commerce, 
Subcommittee on Oversight and Investigations, and 

Subcommittee on Health and the Environment, 

Washington, DC, 

The subcommittees met, pursuant to notice, at 9:50 a.m., in room 
2123, Rayburn House Office Building, Hon. John D. Dingell (chair- 
man, Subcommittee on O/eraight and Investigations) and Hon. 
Henry A. Waxman (chairman, Subcommittee on Health and the 
Environment) presiding. 

Mr. Dingell. The two subcommittees will come to order. 

This morning the Subcommittees on Oversight and Investiga- 
tions and Health and the Environment are holding a joint hearing 
on infant mortality and the persistent discrepancy between blacks 
and whites in regard to infant mortality. ^ 

Today's hearing comes in response to a request Trom Congress- 
man Julian Dixon of the Congressional Black Caucus. The Caucus 
has asked us to find out if the Department of Health and Human 
Services is doing all that can be done to reduce infant mortality 
and bring down the particularly high death rate experienced by 
blocks and if not, why not. 

The Chair will call the attention of all present to the pesters 
which will be indicated: by the staff which show— it is the large doc- 
ument on the poster near the Chair. That Shows that black infant 
mortality remains approximately twice the white race rate in the 
United States. In our national rate the United States ranks behind 
Ireland, Australia, and Canada. Blacks in this < mntrv experience 
infant deaths at rates comparable for Poland and Portugal and 
worse than the rates for either Jamaica or Cuba. 

The infant mortality is far more than a statistical indicator. 
Healthy babies are an important national goal. Healthy babies 
avoid the turmoil and destructive effects on a family that accompa- 
ny an infant death or a sick or disabled child and healthy infants 
become productive and healthy adults. 

The Chair expects that we will all learn publicly for the first 
time that the Assistant Secretary for Health no longer projects 
that we will meet the objectives set for black infant mortality only 
4 years ago. The Chair will now call attention to a second chart 
that shows the kind of geographic variation that exists and that is 
the second poster which is the second farthest from the Chairs 
right on from our witnesses and from the audience's left. 

(l) 



If our witnesses and the audience will look at the 1978 to 1380 
•ban experience for blacks and whites in several cities I think 
me interesting things will be gleaned, and I would observe paren- 
etically that even in Detroit, even the whites have a clearly un- 
ceptably high rate of infant deaths- 
[The charts referred to follow:] 
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Figure s and Charts 



*• Infant Mortalit y Rates by Race for the U.S. : 197 S -198C 

average number of death* before age 1 per 1C00 live births, 
estimated for period by NCH5, DHHS 

b. Inf ant Mor tality Rates by Race for Sel ected ^ iJiZirlMO 

table represents the following rati** 1 per 1000 xive births 
(source: NCHS, DHHS) 

Whites NonWhites 

Chicago 13.16 22.<J6 

Detroit, 14.80 24 ,13 

Los Angeies 11*13 18,67 

Pittsburgh 12.43 2? . 57 

Washington, DC » . , > . 12.23 27.07 

c. Esti mate of "Excess" Deat hs to Black Inf ants 3Ln Fir st Ye»r 
of Uf efjlgnf ' " ~* 

calculations are based on the assumption that this infant mor- 
tality rate for Whites of 10. SO in 196.1 declined 3.51 each 
year to 9.44/1000 live births in 19114 end that the rate for 
Blacks of 20.0 in 1961 experienced a similar decline to 17*97/ 
1000 live births in 1934 with 590,000 infants born to Blacks 
in 1984 (1981 rates provided by NCHS, DHHS) 

the "excess" Black deaths represent a difference between the 
outcome using the estimated Black 1984 infant mortality rate 
and using the White rate 
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Infant Mortality Rates By Race 
For Selected Cities: 1978 - 1939 
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Mr. Din(;ell. Now we have to inquire, why were there fewer re- 
sources reaching high risk women starting in 1981? Thousands 
were being pushed out of the Medicaid Program or frozen by re- 
stricted eligibility standards at the same time that the number of 
women under the poverty line grew. In 1982 the Maternal and 
Child Health Program was cut 2f> percent on top of inflation and 
families of unemployed workers were reduced to seeking medical 
care in emergency cases only. 

Obviously, caro for women bearing children or for babies saw a 
startling decline in both availability, quality and in the beneficial 
consequences that followed that kind of care. 

The Chair believes that the administration will concede today 
that we are not getting useful pregnency services to black women 
as effectively as we did a few years ago. Today the committee will 
look at the administration's deteriorating leadership in the Depart* 
ment of Health and Human Services. The Chair— and I think this 
hearing will inquire specifically why does the administration no 
longer expand and improve efforts at early intervention?. 

Parenthetically we might inquire what are the consequences of 
this failure? I believe they are very serious. 

The committee wants to know why is the effort to fill the gaps in 
monitoring of infant mortality and low birth weight so late in 
coming? And what are the consequences of that? The committee is 
also curibus, why does the administration choose this minute to 
suggest a reduced Federal role and responsibility? The committee, I 
think, and the country are going to inquire, can we reduce our Fed- 
eral role and responsibility without contributing -to the death of 
mors Jbabies or to having youngsters, young adults, and adults 
suffer the consequences of impairment during infancy because of 
inadequate prenatal and postnatal care. 

The Nations greatest resource is its people. If the resource is 
permitted decline because of inadequate health care or inadequate 
education or anything else which is important to perfecting a high 
quality work force and a high quality race, the Nation is going to 
suffer severely. 

The Chair is delighted to announce that— the Chair will inquire, , 
do any of my colleagues have statements? 
Mr. Nielson. 

Mr. Nielson. Thank you, Mr. Chairman. 
Mr. Dingell. The gentleman is recognized. 

Mr. Nielson. I appreciate the opportunity to participate in 
today's hearing focusing on a problem which is of concern to us all: 
that is, the incidence of infant mortality and the higher rates of 
infant morJaHty affecting blacks. Fortunately, Mr. Chairman, the 
general -trend in U.S. infant mortality rates over time has been 
downward. Between 1978 and 1982, for example, total U.S. infant 
mortality rates decreased about 19 percent, according to figures 
provided by the National Center for Health Statistics, NCHS. 

From 1978 through 1980, the last year for which NCHS data 
w ere compiled on a rate-specific basis, the infant mortality rate de- 
creased HM percent for whites and 9.5 percent for all other races. 
Still, the incidence of infant mortality among blacks is double the 
rate for whites. The best evidence suggests that this difference is 
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almost wholly due to the greater incidence of low birth weight 
among blacks. 

As evidence of the intractability of this problem, the evidence 
suggests that there has been little change in the incidence of the 
low birth weight phenomenon over the last decade in spite of such 
programs as WIC, maternal and child health programs, and other 
efforts. 

For example, it has long been assumed that access to medical 
care and nutritional supplementation programs would assist in re- 
ducing the incidence of low birth weight. Unfortunately, neither of ? 
these strategies has been effective. 

In preparation for this hearing, members of the staff, both major- 
ity and minority, hav* interviewed a large number of individuals. 
Statistics from the National Center for Health Statistics and the 
Center for Disease Control have been compiled and officials of the 
Department of Health and Human Services, ranging from the As- 
sistant Secretary for Health to physicians and oth^r medical pro- 
fessionals within the Public Health Service, have been interviewed. 

These interviews make clear beyond any shadow of a doubt that 
there is no hidden agenda or any lack of sensitivity within the De- 
partment concerning the gap between black and white infant mor- 
tality. To suggest, af some today will, that these gaps can be elimi- 
nated by increasing Federal spending on certain programs or re- 
quiring the States to expand services available under medicaid is to 
ignore the fact that the reasons for the gap in black and white 
infant mortality remain unknown. These gaps have existed since 
the&e statistics nave first been compiled. 

This is not to suggest that nothing can be done. 

Research is continuing in an effort to find the true cause of this 
longstanding problem. This problem can and will be solved but that 
effort will require scientific skill and the good will and faith of all 
Americans. Tnis problem remains a top priority for us all, and not 
just a few. 

Thank you very much. 

Mr. Dingell. The Chair thanks the gentleman. 

The Chair recognizes my good friend and colleague and iair- 
man, Mr. Waxman. 

Mr. Waxman. Thank you very much, Mr. Chairman. 

Today's joint hearing with the Oversight Subcommittee and our 
Health and Environment Subcommittee is to investigate infant' 
mortality— where we are, where we should be and how we can get 
there. It is also a review of the Reagan administration's legislative 
program for babies. 

Over the past 40 years we have made progress as a nation in re- 
ducing the number of babies that die Early data for 1982 suggest 
that on a national basis we are continuing to make improvements. 
But we must not be fooled into thinkinc; that this general decline is 
good enough. National data do not tell the whole story. They can ♦ 
be and have been used to hide disturbing statistics and realities. 
Black infants continue to die at a rate twice that of white infants. 

Recent studies indicate that in a number of cities and regions, 
the number of babies that die is increasing. 

Other research shows that the number of pregnant women get- 
ting early prenatal care has declined over the last 4 years. 
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These numbers are unacceptable. 

But we are not here today to argue about numbers. No matter 
whose numbers you use, tco many babies are dying and too many 
stay too long in the hospital. The Reagan administration officials 
say they need to study the problem before they know what will 
work. More data would help but we also ki. "*w what does work. We 
know that prenatal care works. We know that immunizations 
work. We know that good nutrition works. 

As you can see from the chart of existing health programs, the 
administration has tried to cut or eliminate every single one of the 
programs we know that works: medicaid, food programs, health 
clinics, and even immunizations. 

And, as you can see from the chavt of congressional health initia- 
tives, the administration has opposed every effort except the ado- 
lescent pregnancy program proposed b> Senator Denton. They pro- 
posed a cut in medicaid and all these others and they refused to go 
along with a new initiative for children: the child health assistance 
program, known as CHAP. 

This report is indefensible. President Reagan cannot claim to be 
prolife and cut every program to keep babies alive. He and his offi- 
cials cannot claim to be for the family and oppose every improve- 
ment in the health care of mothers and their children. I hope these 
hearings will begin the momentum to make real change. We can 
no longer wait. 

[The chart referred to follows:] 
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hum heiftti-filaM programs which 
wppoit the* KlMties 



Adrmnntrition proposal) 1 



Congressional hearth mrtiatrvcs ro support these 
•Ctrvitto 



Wmwistfition 

POSftjori 



Pre-Pregnancy 
Primary care 
Family planning 
Health education 



rrtgnancy 

Risk screening 
Prenatal care 
Nutrition and counseling 



Birth and beyond 

Medical "are for mother and child 
Neonatal intensive care 
Immunizations 



Medicaid. 



"Cap" Federal funding, ending entitlement Medicaid: Increase Federal payments to Oppose, 
to health cart for poor mothers and poor, uncovered, pregnant women and 
children (1981). impose comments on infants. ("CHAP") (H.R. 4136). 
pregnant women and children (1982, 
1983, 1984)— Reduce Federal funding 
ty 3 percent (1983, 1384). 



Special supplemental food program for 
women, infants, and children (WiS). 



Cut Federal funding by 22 percent 
(1981) — Cut Federal funding by 22 
percent and repeal and transfer to States 
thru btock grant (1982). 



Maternal and child health services Cut Federal funding by 25 percent 
ttock grant. (1981) -Cut Federal funding by 22 

percent ( 1982 ) -Eliminate Federal 
funding for improved pregnancy outcome 
projects (1981. 1982, 1983. 1984). 

Community health centers Cut Federal funding by 25 percent 

(1981)— Repeal and transfer to States 
thru block grant (1981. 1982, 1983. 
1984). 

Family planning Cut Federal funding by 25 percent 

(1981)— Repeal and transfer to States 
thru block grant (1981, 1982, 1983. 
1984). 

M^rant health centers Cut Federal funding by 25 percent 

(1981)— Repeal and transfer to States 
thru Nock grant (1981. 1982. 1983, 
1984). 



Health care for unemployed: Establish block Oppose, 
grants to States for services to unem- 
ployed workers and families with priority 
to pregnant women and children. (H.R. 
3021). 

Maternal and child health services block Oppose, 
grant: Raise funding ceiling from {373 
million to $483 million. (H.R. 3021). 



Community health centers: Raise funding Oppose, 
ceiling from $327 million to $354.5 
million in fiscal year 1984. (H.R. 2861). 

Children's preventive health act: Provide Oppose. 
$10 million funding for newborn genetic 
screening. (H.R. 3850). 

Cigarette labeling: Require manufacturers to Oppose, 
display warning to pregnant women of 
the health hazards of smoking. (H.R. 
3979). 
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Childhood immunizations Cut federal funding by 33 percent (1981).... Adolescent family life demonstration project: Support. 

Provide $15 million funding (fiscal year 
1984) to "promote self-discipline and 
other prudent approaches to the problem 
of adolescent premarital sexual relations". 



1 Pw«fiU|tt fffw to frttmx beta** prwow yea/ twdng and adnwust/atiofl proposal They understate the amount of ttw proposed reduction because ttey do ..ut lake into account inttalw or o-ityear reductions. 
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Mr. Dingkll. The Chair thanks the gentleman. 
The gentleman from Texas, Mr. Leland, ie recognized for a state- 
ment. 

Mr. Leland. Thank you, Mr. Chairman, and thank you for your 
leadership and for working with the chairman of the Health and 
Environment Subcommittee to bring this very important issue to 
bear this morning. 

The subject of todays hearing, infant mortality, is a very person- 
al and emotional one for me. In 1979 as a freshman Member of 
Congress, the distinguished chairman of the Health and the Envi- 
ronment Subcommittee, Mr. Waxman, and I traveled to my home 
district. We found some alarming statistics, some of which indicat- 
ed that the infant mortality rate was in some census tracts in my 
district higher than in Sri Lanka, Pakistan and Hong Kong; this, in 
a place as affluent as Houston, TX. 

Those census tracts happened to be black census tracts. They 
were so desperately separate from the infant mortality rate in the 
white community that it was rather alarming to find that the rate 
was at least twice, and sumetimes three and four times, as high as 
those in the white census tracks. 

It is not that I have come here today to disparage the differences 
between whites and blacks, particularly as they relate to infant 
mortality— because, as the chairman has said, it is tragic to have 
infant mortality anywhere— but there has to be some kind of effort 
made to discover what the real problems are; why black people 
suffer from a greater infant mortality rate than other parts of the 
population. 

In 1979 the tragedy of the high infant mortality rate among 
black Americans was discussed and analyzed. There was agreement 
on the tremendous gravity the problem represented to the future of 
this country. However, there was also hope on the horizon. At that 
time there was a real commitment on behalf of the Nation to ad- 
dress the subject. Federal funding for Medicaid, the WIC program, 
maternal and child health services, block grants, family planning, 
and a variety of other programs were making swift, real, and posi- 
tive impacts on the high infant mortality rate on the Nation's im- 
poverished. 

Mr. Chairman, my fellow colleagues and friends, it grieves me 
deeply, it is a nightmare if you will, that we sit here today nearly 5 
years to the day in another congressional hearing addressing the 
same issue of the black-white infant mortality gap. Tragically the 
story has worsened. In 1978, statistics indicated that black infant 
mortality was as high as 86 percent greater than that of white 
bab ies. In 1981 the rate had increased to 95 percent. I know that 
these statistics 'an be refuted and challenged but even the fact 
that there are statistics that prevail and some people believe these 
statistics are real, indicates that we have to again do something. 

We will hear today that the problem is being studied. I submit to 
all of you that these studies are grossly insufficient, bordering on 
negligent. 

In 1981 penalties were imposed on the Federal funding of the 
medica; \ program, programs for poor mothers and children were 
ended. Our colleague, Mr. Nielson, indicated in his statement this 
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morning, that in spite of the WIC program it seems that there still 
remains a problem. 

The fact of the matter is that the WIC program was cut by 22 
percent. The maternal and child health services block grant was 
slashed by 25 percent at a time when these programs were most 
needed. Furthermore, Mr. Chairman, all of these programs have 
continued to be decimated. 

The course of action is clear. Money invested in prenatal care 
and education saves lives. Because I am anxious to hear from our 
expert witnesses I will reserve any additional comments for the 
questioning period. 

However, for myself, Mr. Chairman, on behalf of the Congres- 
sional Black Caucus and my Chair will speak, of course, more com- 
prehensively for the Congressional Black Caucus, and the thou- 
sands of babies who will never be able to speak for themselves, 
may I express a heartfelt gratitude to you and Mr. Waxman for 
your enlightened and humanitarian leadership on this very impor- 
tant issue. 

. Thank you, Mr. Chairman. 

Mr. Dingell. The Chair thanks my good friend. Any others? 
The gentleman from Minnesota. 

Mr. Sikorski. Mr. Chairman, the topic of this hearing is an in- 
credible one, considering that the United States is looked at as the 
leading economic governmental power in the world. As a member 
of both the subcommittees of this committee meeting here today 
and the Select Committee on Children, Youth and Families, and as 
father have a very special interest in this topic. 

Children's issues are some of the most neglected policy concerns 
before Congress. Everyone gives the speeches, places them right up 
there with mom and apple pie but as Captain Kangaroo points out, 
half of all Moms are divorced, we don't need that much apple pie, 
and all too often children are left without a voice in our public 
policy and our public proceedings. 

The Congressional Black Caucus, Public Advocates, Children's 
Defense Fund and the Food Research and Action Center are to be 
commended for bringing this issue of infant mortality and the 
impact of budget cuts to our attention. 

I would like to— having looked over Dr. Brandt's testimony— con- 
gratulate him on his movement since we last heard him in the 
Select Committee last June. His statement today represents an im- 
portant quantum step forward on the problem of what works and 
what we need to do from here on out. 

While the effect of budget cuts on infant mortality is difficult to 
document, few would disagree with the statement that infant mor- 
tality rates in the United States are unacceptably high and must 
be reduced immediately. And, some Americans — particularly black 
Americans— disproportionately bear the price for this health trage- 
dy. 

While the infant mortality rate for both blacks and whites has 
been declining over the past 40 years, the black infant mortality 
rate and incidence of low birth weight babies is still twice as high 
as for whites. What is even more disturbing is that the racial gap 
in inf ant mortality rates is widening. 
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Contrary to what some would say. io know how to address 
this problem. Medical literature and >. ntific studies indicate that 
the incidence of low birth weight can be significantly reduced 
through early comprehensive prenatal care. And, the more we 
reduce the low birth weight incidence* the more the infant mortali- 
ty rate will be lowered. The Congressional Research Service report 
we are releasing today indicates that, an expectant mother that is 
given no prenatal care is three times more likely to deliver a low 
birth weight child. And, approximately two-thirds of all infant 
deaths occur in infants that are low birth weight. 

Each year, 327,000 American babies are born prematurely, 
shrinking their survival chance3 and increasing their rate of birth 
defects. Yet this administration has told Congress that we cannot 
afford the $120 million needed in 19" \ to provide these mothers 
prenatal care. But, according to the administration, we can afford 
to spend $120 million for each of the 226 MX missiles — $26 billion 
annually. 

Moreover, there are serious questions about the manner in which 
the administration has been administering a number of health 
service programs that have a direct impact on infant mortality and 
low birth weight, particularly among the poor, and I would hope 
that this hearing indicates to the administration the seriousness 
with which Congress, and most Americans, view this subject. 

Yesterday the Select Committee on Children, Youth and Fami- 
lies released a new study on demographic and social trends in the 
United States. This report documents the dramatic increase in the 
population of young cnildren. I would hope that given this impor- 
tant trend, Congress will examine the implications of our infant 
mortality rate. It is clear that children's health issues must take a 
more primary role on the national agenda. 

I commend Chairman Dingell, Chairman Waxman, and Congress- 
man Leland for being in the forefront on this issue. I look forward 
to working with them to develop legislative strategies that address 
this situation. 

Thank you, Mr. Chairman. 

Mr. Dingell. The Chair thanks the gentleman. 

The Chair observes with considerable pleasure the presence of 
two of our respected and admired colleagues, the Honorable Julian 
Dixon, chairman of the Congressional Black Caucus; and the Hon- 
orable Lindy Boggs, Secretary of the Congressional Caucus on 
Women's Issues. We are delighted to have you both here and we 
thank you for your assistance to the committee. 

The Chair has several observations that we have to make as part 
of the initiation of the testimony. You will observe, I am sure, that 
the history of the Committee on Oversight and Investigations is 
that it has always required its witnesses to proceed under oath. We 
hope you will take no offense at that. 

So the Chair must inquire, as we do in all our investigations, 
first, do you have any objection to appearing under oath? 

Mr. Dixon. No objection, Mr. Chairman. 

Mrs. Boggs. No. 

Mr. Dingell. Second, do either of you desire to have presence of 
counsel to advise you with regard to your rights or limitation on 
the powers of the committee? 
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Mr. Dixon. I do not, Mr. Chairman. 

Mr. Dingell. The Chair will observe then that copies of the rules 
of the committee, and copies of the rules of the subcommittee and 
copies of the rules of the House in the yellow and red booklets are 
there for you — for your assistance as you present your testimony to 
the committee. 

If there is no objection to proceeding under oath, if you would 
each rise and raise your right hand. 
[Witnesses sworn.] 

Mr. Dingell. You may each consider yourselves to be under 
oath, and we will recognize first Mr. Dixon and then Mrs. Boggs, 
and if you would prior to the giving of your full testimony, if you 
would then each identify yourself than for the purposes of the 
record. 

TESTIMONY OF HON. JULIAN C, DIXON, A REPRESENTATIVE IN 
CONGRESS FROM THE STATE OF CAI 1FORNIA, AND CHAIRMAN, 
" CONGRESSIONAL BLACK CAUCUS 

Mr. Dixon. I am Congressman Julian Dixon from Los Angeles, 
CA, chairman of the Congressional Black Caucus. 

Mr. Chairman, the 21 members of the Congressional Black 
Caucus are grateful to you and to Mr. Waxman and the entire sub- 
committees for convening these much needed hearings about the 
unacceptability and high level of infant mortality in our society. 

Just before speaking, Ms. Boggs leaned over to me and said, 
"Will the members of the committee leave us anything to say?" I 
think it is true that the members of the committee have articulat- 
ed the problem and pointed out the seriousness of it to our country. 

It is a fact though that over the past 3 years there has been a 
disturbing nationwide decrease in the percentage of women receiv- 
ing prenatal care during the First 3 months of pregnancy and a rise 
in the percentage of women receiving late or no prenatal care. 

between 1981 and 1982, death rates for all infants increased in 
11 States; for white infants in 9 States, and for nonwhite infants in 
13 States. 

Although the problem, in reality, is a result of poverty — not 
race — the statistics show that black infants in America are twice as 
likely to die before their first birthday thai, are white infants. 

I am here today, representing the Congressional Black Caucus, in 
an attempt to find a solution to this problem that so deeply affects 
black Americans. 

Consider these facts, which have been well articulated by mem- 
bers of the committee: Being underweight is probably the most crit- 
ical health indicator at biith; those born low birth weight are 20 
times more likely to die within their first year, and this condition 
is also associated with increased risk of mental retardation, birth 
defects, blindness and cerebral palsy; black babies arc twice as 
likely to be born low birth weight, meaning under 5V2 pounds. 

To give these statistics n more human perspective, each year 
70,000 black babies begin life under these adverse circumstances. 
Of these it is estimated that in 1984, 15 percent of these black 
babies will die. Others will face lifelong consequences. 
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Research and experience has r >ven that Americ^/ftas the tools 
to stop the needless deaths of poo* infants. This iarwhv we believe 
the present level of black infant mortality is unacceptable. 

This high rate of infant death among blacks has become an ex- 
pected and seemingly an accepted pattern due /to its consistency 
over the years. Ironically, while many of our major health prob- 
lems have cures that must yet be discovered, tn*re is no mystery 
about how to reduce the number of black infant deaths. 

A direct correlation exists between prenatal clare and healthy 
births. It is that plain and simple. Babies born to women who have 
experienced little or no prenatal care are three times as likely to 
be born low birth weight and die in their first year.jYet the Ameri- 
can medical system has moved to treat the crisis rather than pre- 
vent it. J 

America's technology is first in the world as it/relates to inter- 
vening for premature babies of less than:^2^pounds. Yes, our tech- 
nology in this country is great, but so are tSralcosts from taking this 
approach, in both human and financial terms. Despite all this sci- 
entific know-how, 15 countries rank ahead of ours with lower rates 
of infant mortality. 

Somehow we have come to believe that it is better to spend vast 
amounts for catastrophic intervention rather than the modest sums 
necessary to ensure a high proportion of healthy births. 

In 1980, the Surgeon General established several goals for reduc- 
ing infant deaths in America. He said by 1990, low-birth weight 
babies should constitute no more than 5 percent of all live births 
with no racial subgroup exceeding 9 percent of all live births. 

At the current rate of progress, 80 percent of the States that 
report will not meet their low-birth weight goals for all babies, and 
78 percent will not meet their goais for nonwhite babies. Those 
that do will do so in the most costliest rather than the most cost- 
effective way: by saving premature babies through expensive neon- 
atal intensive care rather than by producing healthier babies 
through adequate prenatal care. 

Let me now focus on mortality rates. The Surgeon General said 
that by 1990, the U S, infant mortality rate should not exceed nine 
deaths per 1,000 live births, with no racial or ethnic subgroup ex- 
ceeding 12 deaths per 1,000 live births. 

At the current rate of progress, 32 of the States will not meet 
their goals for reduced mortality r&tes among all children and 55 of 
the States will not meet their goals for nonwhite babies. 

The Surgeon General said that by 1990, 90 percent of pregnant 
women should begin medical care in the first trimester, because of 
the high correlation between appropriate maternity care and birth 
outcome. 

At the current rate of progress, 94 percent of the States will not 
meet their goals for all women, and 95 percent will not meet their 
goal for nonwhite women. 

And yet, the solution to all three of these problems is very 
simple. It is simple because there already exists a network of Fed- 
eral programs which can extend adequate prenatal care including 
WIC, maternal child health block grants, and medicaid. 

With adequate resources, these programs would frame a solid 
Federal commitment to prenatal care. Instead, this administration 
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has made cuts and changes in title V maternal and child health 
care programs, community and migrant health programs, and med- 
icaid— all of which have contributed signficantly to the increased 
number of poor women and children who are now being turned 
away from much needed health care. 

This is a clear-example of the Domino Theory. The lack of fund- 
ing for prenatal care reduces the services available to poor preg- 
nant women. The direct result of this drop in prenatal care is an 
increase in the number of low-birth weight babies. An increase in 
the number of premature and underweight babies increases the 
number of infant deaths. 

Specifically, the Reagan administration has: Continually request- 
ed a reduction of funds in the WIC Program even though the pro- 
gram currently serves only 30 percent of those eligible for benefits. 

They have cut the maternal child health program by 18 percent 
in 1982 and made it into a block grant program. As a consequence 
47 States report cutbacks in maternal child health services. 

They have cut AFDC by $2 billion which removed an estimated 
700,000 children from medicaid coverage and prevent* those chil- 
dren born low-birth weight from receiving adequate care after hos- 
pitalization. 

Finally, there has been a medicare cut by $4 billion over 3 years 
which eliminated more children from access to health care. The ad- 
ministration is currently pushing for further reductions in medic- 
aid. 

It can be no surprise that improvements in black infant mortali- 
ty have slowed under such policies. Many organizations have called 
this problem to the attention of the administration. 

In June 1983, Public Advocates served a comprehensive 150-page 
petition to Secretary Heckler detailing wavs to reduce the inci- 
dence of low-birth weight and resultant, infant mortality through 
currently existing regulations. 

In January 1984, the Children's Defense Fund documented the 
alarming decline in the amount of medical care available to low- 
income women in the early months of pregnancy. This reduction of 
funds is due to the budget cuts of this administration. 

Again in January 1984, the Food Research and Action Center 
issued its report "The Widening Gap," which reviewed data from 
36 States and 60 cities. The study showed, for example, as Con- 
gressman Dingell has pointed out, that the infant mortality rate in 
Cuba is 19.1 deaths per 1,000 births; in Jamaica, the rate is 16.2 
deaths per 1,000 live births; the rate in our Nation s capital is 24.9 
deaths per 1,000 births. Twenty babies out of 1,000 die here in the 
Nation's capital. 

Now, why hasn't the administration taken substantive action? 

I do note that on January 17, 1984, Secretary Heckler did an- 
nounce the establishment of a new task force to review the gap in 
death and disease rates between black and white Americans. 

Although Secretary Heckler denied that the Reagan administra- 
tion budget cuts had widened the gap in health care between races, 
she did say that "a disparity between the majority population and 
the minorities still plagues us." 

In all good conscience, Mr. Chairman and members, we find this 
to be a totally unacceptable response to the problem. 
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Over the past 30 years, there have been innumerable studies that 
havi clearly demonstrated a gap in infant mortality and provide us 
with the simplest of solutions. There is no call and should not be a 
call for further study — what is called for now is immediate action. 
Both regulative and legislative reforms must be tal en. 

There are existing regulations that allow the State the option to 
provide prenatal care for first-time mothers who do not usually 
qualify for AFDC funding. The administration has failed to encour- 
age States to take advantage of such options and been unwilling to 
establish education programs of any kind. 

There are legislative proposals, such as the CHAP (Child Health 
Assistance Program) sponsored by Mr. Waxman, that would pro- 
vide 100 percent matching funds for first-time pregnant women 
who meet AFDC income requirements in States where such options 
are not available. This legislation would also' provide funding for 
pregnant women in two-parent families where the principal bread- 
winner is unemployed. 

As well, there must be a concentrated effort to prevent the ad- 
ministration from additional reduction in medicaid funding. The 
Congressional Black Caucus and Women's Caucus through Mrs. 
Boggs turn to your subcommittee for an investigation and review of 
this administration's failure to address this serious national health 
problem and to urge immediate legislative action on this matter. 

There is no argument, as you can see from the statements this 
morning, that the situation has not improved. Even the Federal 
Government's own data maintains that black babies are twice as 
likely not to survive. 

So today we come instead to ask that you, our congressional lead- 
ers in health policy, direct us in a course of action. Your leadership 
is needed to advance critical legislation and to demand that this 
administration marshal its resources — not maintain its innocence. 

Targeted policies can close this gap. We know that. It is the will 
which Congress, this administration, and our Nation must assert so 
that all poor infants — particularly black newborns— have a fair 
chance in life and an equal opportunity in our society. 

Mr. Chairman, I also have testimony by Congressman Dellums 
who could not be here and I ask the Chairman to insert his re- 
marks into the record. 

Mr. Dingell. Without objection, the statement of Mr. Dellums 
will be inserted in the record at the appropriate time. 

[The prepared statement of Hon. Ronald V. Dellums follows:] 
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INFAN1 MORTALITY DISCRIMINATES 

STATEMUjT BY 

CONGRESSMAN ROW At D V. CELLUMS 
MARCH 46, 1984 

6000 MORNING CONGRESSMAN DINGEU AND CONGRESSMAN WAXMAN, 

! WOULD FIRST L IKE TO APPLAUD YOUR DECISION TO HOLD THESE HEARINGS ON INFANT MOR- 
TALITY - A PROBLEM THAT REMAINS OF GREAT CONSEQUENCE IN SPITE OF HiGH-TtCH 
MEDICINE AND THE SIGNIFICANT PUBLICITY THAT INFANT MORTALITY HAS RECEIVED. 

I HELD A SERIES OF HEARINGS ON INFANT WRTAllTY IN THE DISTRICT OF COLUMBIA AND 
IN MY HOME DISTRICT- OAKLAND, CALIFORNIA. THOSE HEARINGS HAVE GIVEN fiE GREATER 
INSIGHT INTO THE PROBLEMS OF INFANT MORTALITY, ITS ETIOLOGY AND HOW IT MUST BE 
ADDRESSED. 

ACCORDING TO THfc DEPARTMENT OF HEALTH AND HUMAN SERVICES' DATA, THE PRESENT RATE OF # 
INFANT MORTALITY IN THE UN1UD STATES IS AT THE LOWEST EVER RECORDED, IN FACT 
THEIR DATA SHOWS A CONSISTENT DECLINE OVER THE LAST DECADE. 

MY HOME DISTRICT, WHICH A FEW YEARS AbO MADE NATIONAL HEADLINES WITH AN APPALLINGLY 
HIGH INFANT MORTALITY RAtE , WOULD APPEAR TO HAVE SEEN SOME IMPROVEMENT . TESTIMONY 
AT MY 1982 HEARINGS REVEALED THAT DURING THE PtRIOD hROM 19M - 1979, EAST OAKLAND 
HAD EXPERIENCED A 40 PERCENT REDUCTION IN ITS INFANT MORTALITY NATE . THIS lS NUTE- 
HURTHY BECAUSF THIS SECTION OF OAKLAND HAD BEEN DESIUNATEO 'HIGH-RISK" BECAUSE OF 
ITS 1RADK lONALL Y HIGH RATE OF INFANT MURTALltY. 
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BUT, WE ARE NOW SEEING THIS TREND REVERSED, WITH INCREASING INFANT MORTALITY 
KATES FOR EAST OAKLAND IN 1981 AND 1983. I WOULD SUGGEST TO YOU THAT THE 
INCREASING INFANT MORTALITY RATES IN EAST OAKLAND CAN BE DIRECTLY ATTRIBUTED TO 
THE MASSIVt CUTS IN NEEDED PROGRAMS BY THE REAGAN ADMINISTRATION, WHO WOULD HAVE 
YOU BELIEVE THAT INFANT MORTALITY RATES ARE IMPROVING ACROSS iHE BOARD. 

PUBLIC ADVOCATES, WHOSE STUDY WE ARE EXAMINING TODAY, PAINTS A VERY DIFFERENT 

PICTURE FROM THAT OF THE ADMINIS I RATION* S. WHILE INFANT MORTALITY MAY BE DECLINING 

FOR SOME, 11 IS NOT FOR ALL; SPECIFICALLY, NOT FOR OUR NATION'S POOR AND ETHNIC MINORITIES. 



THE LEADING CAUSE OF INFANT MORTALITY IS LOW BIRTH WEIGHT, WHEREIN THE LEADING CAUSE 
OF LOW BIRTH WEIGHT IS EITHER PREMATURE BIRTH OR IMMATURE BIRTH. THESE CATEGORIES 
DEFINE THE REAL INFANT MORTALITY FROBLEMi AS LOW BIRTH WEIGHT INFANTS REPRESENT 
THE HIGHESI "AI-RISK" CATEGORY AMONG INFANT DEATHS. 

CERTAIN DATA WOULD SUGGEST THAT WE ARE NOT SUCCEEDING IN REDUCING INFANT MORTALITY 
IN ALL CAUGURIES NOR IN CERTAIN GEOGRAPHICAL AREAS, FOR EXAMPLE, IN CALIFORNIA 
BETWEEN 19; 8 AND 1981, THERE WAS A SLIGHT DEFINE IN THE OVERALL LOW BIRTH WEIGHT 
RATE FROM i.2 TO 5.8; * BUT 1N ALAMEDA COUNTY, A HJGn-KISK COUNTY, THERE WAS VIRTUALLY 
NO DECLINE- • I BELIEVE BECAUSE PROGRAMS ARE BEING CUT BACK. ANY EFFORTS TO REDUCE 

inkvt mortality on a real an[> consistent basis must also involve lowering the low birth 
wf;jht rate. 

we may concced here that infant mortality has seen reduceo for some segments of our 
population and in some geographical areas, however these reductions h*ve not been 
distributed equally in all socio-economic groups. we now know that infant mortality 
discriminates. 

* A JI **** *JL* 1 S}. d .1 e . j?er 1^000 11 ve b1 r ths 
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our:ng the course of my heapings oh nifM mortality, i otscpvepeo its many complexi- 
ties. AS WE BEGIN TO UNRAVEL THESE COMPLEXITIES, WE LEARNED THAT THERE IS ONE 
COMMON FACTOR' AMONG WOMEN WHO OELIVER "AT-RISK" INFANTS - THEY ARE GENERALLY POOR. 
WHAI USE HAVE WE LEARNEO ABOUT THEM: THEY ARE OFTEN BLACK, T HEY ARE HISPANIC, 
THEY ARE NATIVE AFRICANS, OR SOME OTHER ETHNIC MINORITY; THEY ARE TEENAGERS; THEY_ 
ARE UNDER-EDUCATEO; THEY LACK KNOWLEDGE REGAROTNG NUTRITION; THEY ARE OVER 35 ANO 
AHE HEAVY SMOKERS; ANO MOST IMPORTANTLY, THEY ARE NOT RECEIVING AOEQUATE TIMELY 
PRE-NATAL CARE. * 

THESE CATEGORIES OF WOMEN ARE EXPERIENCING DISPROPORTIONATELY HIGHER RATES OF 

•3 » 

INFANT MORTALITY AS COMPWEO WITH OTHERS; especially mi'dou-and upper income white 
WOMEN. INFANT MORTALITY, QUITE SIMPLY IS A SOCIO-ECONOMIC PROBLEM - IT IS A PROBLEM 
POOTFrj IN POVERTY, DISCRIMINATION ANO A LACK OF AOEQUATE SERVICES. THEREFORE INFANT 
MORTALITY CAN ONLY BE REDUCED THROUGH PROGRAMS WHICH ADORE SS THESE PROBLEMS AND WHICH 
ARE FULLY ACCESSIBLE TO THE POPULATION AT RISK. 

THERE IS A SOCIO-ECONOMIC GAP IN INFANT MORTALITY RATES, MOST DISCERNIBLE WHEN YOU 
COMPARE BLACK AND WHITE RATES, AS BLACKS ARE MOST OFTEN AT THE BOTTOM ENO OF THE 
ECONOMIC SCALE. PUBLIC AOVOCATES REvEALEO IN THEIR SURVEY OF 45 CITIES, THAT THE 
OVERALL INFANT MORTALITY RATE FOR BLACKS WAS 21.13, 82 PERCENT HIGHER THAN THE RATE 
FOR WHITES AT 11.58. THE LATEST STATISTICS WE'hAVE ACCOROING TO RACE FOR THE STA1E 
OF CALIFORNIA ( 1979) SHOW THE BLACK RATE OF 18 TO BE ALMOST 50 PERCENT HIGHER THAN 
THE WHITE RATE AT 9.3 PERCENT, 

OF THF 45 CITIES SURVEYEO IN l^E PUBLIC AOVOCATES STUOY, 32 HAO A BLACK INFANT 
MORTALITY RATE THAT WAS MORE THAN 50 PERCENT HIGHER THAN THE RATE FOR WHITES, THEIR 
DATA SUPPORTS MY ASCERTION THAT INFANT MORTALITY DISCRIMINATES. THERE IS A DEFINITE 
GAP BETWEEN BLACK AND WHITE INFANT MORTALITY RATES AND IT APPEARS TO BE GROWING: 
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• - IN 1979 THE GAP HAS 71 PERCENT 
- IN 1980 THE GAP WAS 73 PERCENT 
. IN 1981 I HE GAP WAS A HIGH 82 PERCENT 

WE »UST ALSO i /AMINE THE DISPARITIES IN THE LOW BJRTH WEIGHTS, WHICH MOST DIHECTLY 
CONTRIBUTES TO INFANT MORTALITY; THE DATA IS EVEN MORE STARTLING. 

IN 1979, THE G/,° BETWEEN BLACK AND WHITE LDW BIRTH WEIGHT WAS B6 PERCENT.* 

IN 19B0, fHE GAP WAS 105 PERCENT, IN 1981, THE GAP WAS AN UNPERCENPENTED 132 PERCENT , 

I ASK YOU, DO THESE OBSCtNELY HIGH FIGURES BEAR ANY RESEMBLANCE TO SUCCESS? WE HAVE 
FAUtD AS A NATION Tu IMPROVE THE SURVIVAL RATE OF OUR MOST PRECIOUS REbCURCE 



OUR INFANTS. FURTHER, ACCORDING TO THE CHILDREN'S DEFENSE FUND, BETWEEN 1981 AND 
1^2, THE DEhTH KATE FDR ALL INFANTS INCREASED IN 11 STATES, THE FOOD RESEARCH AND 
AC I I ON UNTfk, OISCKIBFD IN THEIR STUDY AN "INFANT MORTALITY BELT" IN THE UNITED 
STA.ES, RUNNING SOUTH FROM MARYLAND TO FLORDIA, WEST TO TEXAS AND THE INDUSTRIAL 
Ml DWESiEKN STAHS. 

WE ARE A NATION THAT RANKS FUST IN MILITARY TECHNOLOt,^ AND SPENDING, YET WE HAVE 
AN INF AN I MCRIAL1TY RATE THAT IS WORSE THAN CUBA AND JAMAICA, WE RANK SIXTEEN 
AMONG INDUSTRIAL I H[) NAMONS, BEHIND JAPAN, f RANCE , 6ERMANY AND BRITAIN. WE HAVE 
THE SECOND WORST kAIt FOR LOW BlkTH WEIbHT INFANTS. 

A MJPtRHClAl luOK AT THE DATA WOULD INDICATE THAT THE U.S. HAS BEEN SUCCESSFUL; 
HOWEVER UUR SOCIAL AND tCONQHlC PROGRESS HnS NOT BEEN DISTRIBUTED ON A EQUITABLE 
BASIS WHJN VOU 100." Ai BLACK INFANT MORTALITY RATES. 1 HE t'ATA STRONGLY SUGGESTS 
I MAT WE ARt MUI MJlCf THING IN REDUCING INFANT MORTALITY IN ALL CAIEGUKIES. 
THE QUESTION IS WHY? ESPECIALLY WHEN WE KNOW WHAT WGRkS.' WE KNOW THAT COMPREHENSIVE, 
COMMUNITY -BA^ED I *.Rl HAS BEcN SHOWN TO EE EFFECT IVE IN PREVENTING CONDITIONS WHl(H 
UAO iO INFANT M<;RUl HY. 
i*M »( Advti. .»ics n.ita 
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SPECIFICALLY, 1 AM REFERRING TO HEALTH EDUCATION, ITJjRjTlftj COUNSELING AND FOOD 
A 5SiSjANCE ( EARL Y PRE-NATAL CARE , CHILD BIRTH AND PARENTI NG TRAINING, AND FAMILY 
PLAMMNb. THE EFFECTIVENESS OF THESE SERVICES IS WELL ESTABLISHED. 

IN CALIFORNIA, WE ESTABLISHED A STATE-WIDE PROGkAM CALLED OB ACCESS. IT WAS 
ORIGINALLY A PIL07 PROJECT IN OAKLAND, PKOVIDING COMPREHENSIVE PRE-NATAL CARE. 
THIS t kGGRAtf HAS Bt EN UVERWHELMINGLY SUCCESSFUL, AND A MAJOR FACTOR IN REDUCING 
INFANT MORTALITY IN OAKLAND, BUT OBVIOUSLY WE NEED MORE PROGRAMS LIKE OB ACCESS, 
OTHERWISE OUR SUCCESSFS ARE SHORT-LIVED, AS WE ARE NOW DISCOVERING IN OAKLAND. 

WE NEED TO RE-ORttfR OUR PRIORITIES FOR HEALTH CARE OELlVERY. WE NEEO TO MOVE AWAY 
FROM OUR RELIANCE ON CUSTLY NEONATAL INTENSIVE CARE, OB1GNED TO IMPROVE THE 
SURVIVAL RATE Of HIGH-PISK NEWBORNS. NEE GEO PROGRAMS LIKE OB ACCESS ARE AN ENOANGEkED 
M>EfllS IN A HtHONOLUGY-ORlEHTED HEALTH CARE SYSTEM. WE NEED PROGRAMS THAT LOWER 
iHf kI$*S FOR THFSf INF ANTS BEFORE THEY ARE BORN. 

i 

OUP CUWNI SySHM OF HEALTH CARE DELIVERY EXPENDS BILLIONS OF DOLLARS ON HEALTH 
CM BASED ON lU^SS, RATHE.R THAN UN GOOO HEALTH. WE NEED TO ESTABLISH A SYSTEM 
prSU' ON Tht PRrwMABlE ?VjOE OF HEALTH DH IVERY. AS WOULO MY NATIONAL HEALTH 
s f RVifFS Bill, If 'ASUO. PREVENTION IS THE MObT COST-f? fCTIVE AND HUMANE APPROACH 
TO MEAL I. 4 CARE. HE NEED TO IMPROVE MEOICAID COVERAGE TO INClUOE MORE "MEDICALLY 



Tht RtAGAN AOHlNISTfcAf ION HAS CUT AIO FOR MANY SOCIAL PROGRAMS - PROGRAMS WHICH 
?MGmI »VUJ iFMHUli IN A IOWLR INFANT MORI Al IT Y RATE FOR AIL STENTS OF OUR POP- 
lOfl^N. ANY SAVINGS Rfr AL ' /ED AS A RESULT OF THESE CU IS WILL BE OFFSET BY AN 
;n«.*<A<.£ IN OUR SOIIETY'S ECONOMIC, SOCIAL AND HEALTH PROBLEMS. THE LEGACY OF THE 
M'./A iM'S Pill If »iFtKTT.n IN THE INf ANT MORTALITY RAILS AMD lriE MATERNAL 
MORBinOv RATES TOR DE'ADFS TO COME. 

I Hit CONTINUE TO PUSH FOR INCREASED HOE RAL SPENDING TO DEVELOP PROGRAMS THAT 
VI '/SI Y G'lM'U INFANT MpRTAi I Tt , BUT At SO PROGRAMS THAT ADDRESS THE SOCIO-ELONOMIC 
r-f^|?MS i'. Oi-R SOCIETY WHICH IEAP TO i M ANT MORTAL I TY. 
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Mr. Dingkll. We will now recognize our good friend and col- 
league, Mrs. Boggs. 

TESTIMONY OF HON. LINDY BOGGS, A REPRESENTATIVE IN CON 
GRESS FROM "HE STATE OF LOUISIANA, AND SECRETARY, CON- 
GRESSIONAL UJCUS FOR WOMEN'S ISSUES 

Mrs. Boggs. Th nk you, Mr. Chairman. 

I arn Lindy Bog^: Congresswoman from the second Congression- 
al District of Louisiana. I am the Chair of the Crisis Intervention 
Task Force of the Select Committee on Children, Youth, and Fami- 
lies, and Secretary of the Executive Committee of the Congression- 
al Caucus for Women's Issues. 

I am very pleased to be here this morning. I commend your lead- 
ership, you and the members of the committee, for convening these 
hearings on infant lortality in the United States, and I thank you 
very much for allowing me to testify. 

I would like to speak to you to share the concerns of the two 
groups that I have mentioned, the Select Committee on Children, 
Youth, and Families and the Congressional Caucus for Women's 
Issues, and also to speak to you a little bit about my own congres- 
sional district, particularly that part that is in the city of New Or- 
leans, which has worked quite hard to reduce the rates of black 
infant mortality and to improve the health of newborn infants. 

As a member of the Select Committee on Children, Youth and 
Families, I have heard over and over again the evidence given here 
reinforcing the fact that the gap in mortality rates between black 
and white infants is widening. 

In its year-end report the select committee noted that 10,000 
black infants will die this year within their first year of life. Our 
hearings also revealed that we can expect higher levels of infant 
mortality and morbidity unless the Federal commitment to pre- 
ventinp infant deaths is strengthened. 

Fortunately, though we can save tens of millions of dollars in 
future medical costs by eliminating many of the life threatening 
risks faced by infants. Comprehensive prenatal care, including nu- 
trition supplements, clearly reduces the number of infants born at 
risk from low-birth weight. 

It is frightening to realize that black infants in our Nation die at 
twice the rate of white infants. Statistics compiled by the city of 
New Orleans unfortunately confirm this fact. 

In 1982, the infant mortality rate for all races was high at 16.5 
per 1,000 live births. For non whites (96 percent of whom are black), 
the infant mortality rate was 23.3 per 1,000 births; while white in- 
fants had a lower death rate of 12.6 percent. This represents the 
deaths of 172 infants— nearly 150 of whom were black babies. 

From New York to Utah to California, we heard about infant 
mortality rates that were double that of the national rate. One 
census area of Detroit reported an infant death rate at the level for 
Honduras, one of the poorest countries in Central America. 

The select committee has also heard deeply disturbing evidence 
that the gap between the death rates of black and white infants is 
widening. In 1950, the black infant death rate was 61 percent 
higher than the white rate; but by 1979 the black rate was 91 per- 
cent higher than the white rate. 
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I am pleased to report that the overall infant mortality rate in 
New Orleans has been improving, particularly as Mr. Nielson has 
said, between 1978 and 1982. But even with this improvement, the 
mortality rate for white infants dropped by 53 percent— a grand 
and wonderful total— while dropping only 23 percent for black in- 
fants. 

Ochsner Clinic in New Orleans has a fine neonatal clinic, and 
Charity Hospital has a fine Pre- and Post-natal Program. Every 
mother grieves when a child at any stage of life dies. We all share 
that loss. But it is particularly distressing to note that poor women 
whose lives are less comfortable and less secure financially are 
plagued by a higher risk of infant deaths than others. 

The whole issue of women in poverty is of great concern to the 
members of the Congressional Caucus for Women's Issues. An anal- 
ysis of the administration's 1985 budget completed by Women's Re- 
search and Education Institute reflects this concern. 

Our study shows that 1982 poverty rates among black and His- 
panic households headed by women were well over 50 percent— 
almost twice that of families headed by white females. Children 
living in these households are the worst off. 

Generally, poor women who live in communities that lack ade- 
quate resources are not getting the prenatal care they need to 
ensure healthy babies. The percentage of women getting early care 
is going down and the percentage of women getting no prenatal 
caic is rising. The Los Angeles County Health Department, we 
have learned, is no longer providing free prenatal care to those 
who need it for the first time in 50 years. 

I am especially pleased at the initiatives taken by Mr. Dingell 
and Mr. Waxman to provide incentives to States to extend medic- 
aid coverage to certain categories of poor women and infants be- 
cause of this. 

Women are concerned not only about better prenatal care but 
also about education and nutrition that will prevent low birth 
weights. Low birth weight accounts for nearly two-thirds of infant 
deaths in the United States. The Select Committee on Children, 
Youth and Families has heard extensive testimony on the relation- 
ship of low birth weight to the development of an infant s brain 
and to specific handicapping conditions such as cerebral palsy, 
blindness, deafness, et cetera. 

My message this morning is simple: We have the capacity to 
reduce the rate of infant mortality in the United States, particular- 
ly among black children. We know that comprehensive prenatal 
care can cut low birth weights bv as much as two-thirds. We know 
that better nutrition can strengthen pregnant and nursing mothers 
and help them to deliver babies who are stronger at birth and, 
therefore, more resilient against disease or respiratory difficulties. 
And we know that the cost to our society in not providing quality 
prenatal care is astronomical. 

^ Prenatal care costs about $250 to $300 per pregnancy. But the 
Government spends upwards of $350 million a year o'i caring for 
sick and dying infants. We don't lack the knowledge. Let's pray to 
God we don t lack the will to address the problem. 

Our future depends on healthy children and heaiihy families, 
and I hope that the members of the Energy and Commerce Com- 
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mittee will be heartened by the demonstrable progress that New 
Orleans and other cities have made and promote legislative efforts 
to reduce infant mortality rates nationwide. 

Thank you very much, Mr. Chairman and members of the com- 
mittee. 

MV. Dingell. Mrs. Boggs, the committee thanks you for a most 
helpful statement. We thank you and Mr. Dixon for ycur great as- 
sistance to the committee and for most helpful statements. N 

I recognize my colleagues for questions. m 

The Chair recognizes the gentleman from Texas, Mr. Leland. 

Mr. Leland. Thank you, Mr. Chairman. 

Chairwoman Boggs, as chairwoman of the Select Committee Task 
Force have you found any correlation between, or have you heard * 
testimony about the correlation between, teenage pregnancy and 
infant mortality? 

Mrs. Boggs. Yes, we have heard very serious testimony, as the 
gentleman, who is a very valuable member of that committee, 
knows, and the teenage pregnancy problem is one that we must all 
address. 

We must especially address the first trimester coverage of medi- 
cal care for young people. We must also instruct them in health 
care for themselves and all along the way of their pregnancy, and 
indeed be able to give them the kind of care where they will have 
the proper nutition and proper health services from private clinics, 
from the health clinics that are in existence and from the State 
and Federal help they can receive. 

I would like to point out that public television is going to have a 
series on "Your Children/Our Children" which will start airing on 
April 1. John Merrow if the commentator who spent a great deal 
of time in my district and in an adjoining district in Louisiana. He 
went to the Ochsner Clinic where we have this remarkable neona- 
tal clinic. 

When I was there a couple weeks ago, I stood next to a black 
father looking into the window at his twin black sons who said, 
You know, we lost our first baby tecause it was at such risk and 
now I am so pleased to be at this wonderful hospital where my 
boys are going to have a good chance, you feel that all of the tre- 
mendously expensive equipment and the dedication of the doctors 
and nurses is worth it. 

But then you go out to the clinics in the countryside or in Gert 
Town, which is a neighborhood in my district in the city of New 
Orleans, and you find the dedicated workers with the teenaged # 
children, particularly girls, who are working with them, making 
them conscious of their health care, bringing them to places where 
they can get the WIC Program urder their own jurisdiction to be 
able to know how to manage that type of thing. * 

Workers also introduce them to some of the great private non- 
profit organizations that are willing and anxious to help them to 
have the proper food, to have the proper medical care and to have 
the proper kind of immunizations and so on. Those two types of 
care are shown very specifically in this series that public television 
is going to put on. 
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I think that it points out so specifically that we could spend mil- 
lions, billions of collars in trying to correct and to save infants, but 
can spend so few dollars in trying to prevent health. 

I hope that we would give help and aid to all of the organiza- 
tions, public and private, that are working especially with the teen- 
age girls. 

In the film you will see this great black woman who goes around 
and she looks at one teenager and say, Thought I told you you 
can't smoke cigarettes while you are pregnant, The girl said, I only 
smoke a pack every 2 x h days, and she says, But that is not what 
you are supposed to do. I have told you all about that. 

That kind of personal contact with the teenage child who is preg- 
nant will save more babies than almost anything we can do. 

Mr. Leland. I thank the gentlelady and I would like to commend 
both Chairman Dixon of the Congressional Black Caucus, and you, 
Mrs. Boggs, for your compelling testimony. 

Thank you, Mr. Chairman. 

Mr. Dinoell. The Chair recognizes the gentleman, Mr. Nielson. 

Mr. Nielson. I have no questions at this time. I would thank 
Congressman Dixon and Congresswoman Boggs for very fine state- 
ments. 

Mr. Dingell. Mr. Sikorski. 

Mr. Sikorski. Thank you, Mr. Chairman. 

I think it needs to be said again for the re 1 that Congressman 
Dixon and the Black Caucus and Congresswoman Boggs and the 
Select Committee, she was the driving force behind its establish- 
ment and the spirit behind its work now, deserves special commen- 
dation for keeping us on our toes. 

Thank you. 

Mr. Dingell. The gentleman from Pennsylvania, Mr. Walgren. 
Mr. Walgren. Thank you, Mr. Chairman, 

I too would like to simply underscore the importance of the prob- 
lem that we face and say how much I think of the efforts that both 
of you have made in that area. It is hard to look at the graphs of 
the differences in infant mortality from city to city. 

I come from Pittsburgh which has the highest rate of any of the 
cities displayed. What could possibly go into that difference, I don't 
know, but I have a feeling that we in this country have done a mis- 
erable job on the Federal level of understanding what common ele- 
ment we should put in place for everybody. And when it comes to 
death, it is particularly dismaying that we have not put in place 
those common elements that would literally eliminate these kinds 
of differences in statistics. 

There is absolutely no excuse for these cities to have differtnt 
rates of this dimension or the races to have different rates of that 
dimension. 

I just would like to say how much I think of your involvement 
with it and I hope that out of that and what concern that other 
members that are close to you and others will bring to it, we can 
make some progress on something that is ultimately so important. 

Thank you, Mr. Chairman? 

Mr. Dingell. The Chair thanks the gentleman. 

The distinguished gentleman from California, the cochairman of 
thivS hearing, Mr. Waxman. 
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Mr. Waxman. Thank you, Mr. Chairman. 

I just want to join my colleagues in commending Mr. Dixon and 
Mrs. Boggs fpr their testimony and for their concern in coming 
before us today. I think that what they have had to say is an open- 
ing for this hearing in a very appropriate way. They have ex- 
pressed their concern representing the caucuses of our House Mem- 
bers that they represent as well as their own views and I think 
they are representing the views of the American people. 

We don't want in our society today, after all that we are capable 
of doing, to allow babies to die because of cuts in government pro- 
grams and failure to adopt new ones that could save their lives. We 
are truly pro-life when we take all measures appropriate to give a 
child a chance. 

Thank you very much. 

Mr. Dixon. Thank you. 

Mr. Dingell. Ms. Boggs, Mr. Dixon, it has been a privilege 
having you before the committee. We thank you for your very help- 
ful presentation. We thank you. 

The Chair announces that our next witness is Mr. Jeffrey R. 
Taylor, Division of Maternal and Infant Health, Michigan Depart- 
ment of Public Health. 

Mr. Taylor, the committee is keenly aware of your assistance to 
us and the valuable contents of your testimony. If you will come 
forward, we will proceed to swear you in. It is the practice of the 
committees to receive testimony under oath. Do you have any ob- 
jection to testifying under oath? 

Mr. Taylor. I do not. 

Mr. Dingell. Do you desire to have present counsel to advise you 
on your rights and on the limitations of the committee? 
Mr. Taylor. No, sir. 

Mr. Dingell. There are copies of the rules of the committee, 
rules of the subcommittee, and rules of the House there before you 
at the table for your assistance in your appearance before this com- 
mittee. If you have no objection then to appearing under oath, if 
you will please rise and raise your right hand. 

[Witness sworn.] 

Mr. Dingell. Would you now please state your full name and po- 
sition, and we will be delighted /t6" K Y£Cognize you for your state- 
ment. \", ) 

• t 

TESTIMONY OF JEFFREY R. TAYLOR, CHIEF, DIVISION OF MA- 
TERNAL AND CHILI) HEALTH, MICHIGAN DEPARTMENT OF 
IM BLIC HEALTH 

Mr. Taylor. My name is Jeffrey R. Taylor. I am rhief of the Di- 
vision of Maternal and Child Health, Michigan Department of 
Public Health. 

Mr. Dingkll. You are recognized with the thanks of the commit- 
tee. 

Mr. Taylor. Thank you> Mr. Chairman, and I thank you for the 
opportunity to be here this morning to address the important prob- 
lem of infant mortality in the United States. I ask that my brief 
remarks here this morning be included in the record, as well as my 
full report. 
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Mr. Dinger. Without objection, that will be done. 

Mr. Taylor. Thank you. In addition, I am submitting several 
other reports, including a complete and up-to-date scientific litera- 
ture review on prenatal care. 

Mr. Dingell. Without objection, that will be inserted in the 
record' at the appropriate place* 

Mr. Taylor. In 1948, the legendary director of the Children's 
Bureau, Dr. Martha May Eliott, made this statement. She said: 

We in America like to believe that our standard of living is high enough to pro- 
vide not only food, shelter, clothing, education and recreation for families, but also 
health care. However, when we look at the statistics, using children as a measure of 
social progress, we find that this is not the case. 

iVe have already heard this morning a disturbing Jitany of statis- 
tics which as far as I could tell seemed quite accurate, and there is 
no need for me to repeat them. Suffice it to say that in the United 
States we are seeing approximately 40,000 infant deaths per year, 
about a quarter of a million babies born with moderate to severe 
congenital defects, and almost a quarter of a million infants born 
weighing less than 5Y2 pounds. You could look at any of the United 
Nations reports over the last 4 or 5 years, we are from 16th to 18th 
among industrialized nations, and continue to lag behind such 
countries as Japan, and from Michigan I am quite sensitive to that, 
Spain, Hong Kong, Canada, Australia, Singapore, and Ireland. 

We have heard that black infant death rates are twice that of 
white. This has been a cause for concern in the scientific literature 
since the twenties. In Michigan this gap has indeed widened and 
we now have black infant de ath rates statewide that are 152 per- 
cent higher than they are for whites. In Detroit this gap has now 
spread to 186 percent higher. 

There are many interrelated conditions which cause the problem 
of infant mortality, but probably the most prominent among them 
is low birth weight, which is babies born below 2,500 grams or less 
than 5V4 pounds, and these babies are simply too small, too imma- 
turely developed to do well. 

What are the causes of this condition? They are well understood, 
and these causes are five. First of all, and most importantly, pover- 
ty, unemployment, and lack of health insurance. Second, inad- 
equate nutrition for the pregnant woman and the developing fetus. 
Third is unintended pregnancy, and especially women with high- 
risk medical conditions who have an unplanned pregnancy, teen- 
agers, children having children, and others who are unable to find 
the resources to plan the spacing of their children pt more than 2- 
year intervals; fourth lack of prenatal care; and fifth, substance 
abuse. Here I am talking about cigarettes, alcohol, legal and illegal 
drugs. 

I would like to concentrate on the area of prenatal care and 
would refer you to my full report for a complete discussion of many 
of the other factors. Obstetricians recommend that prenatal care 
should begin early, in the first trimester of pregnancy. In fact, they 
will also tell you that it is good to come in for a checkup to see that 
there are no contraindications for having a pregnancy. They enroll 
you in a program for prenatal care, about 12 visits over the 9 
months of pregnancy. Prenatal care is effective, and most of you 
would not dream of having your wives go through a pregnancy 
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without obtaining up-to-date and continuous prenatal care. Scien- 
tists have demonstrated that when you control for many other fac- 
tors, I am talking about things like length of gestation, multiple 
pregnancies, or twinning, mother's age, education, and many other 
factors, the prenatal care by itself can increase birthweight by 6 
percent for the entire population and by 8 percent for blacks. 

Since differences between whites and blacks are so strong at this 
point and low birth weight is driving thqse increases, I think that 
this finding is a matter of the highest policy importance. 

Other studies have been done which showofor the very high-risk 
women and those who have fetal deaths and jarly-infant-death 
rates approaching 99 to 128 deaths per 1,000 births, that these high 
death rates can be cut to one-fourth of those levels by using team 
care, physician care, and nutrition counseling, dealing with social 
problems, nutrition, and health education, public health nursing. 

There has also been interest in the 1980's; 4 years ago, a groun in 
San Francisco demonstrated a new program for stopping preterm 
labor. This involved really working with the patients, teaching 
them how to recognize the signs of early labor, and sometimes hos- 
pitalizing them ftfr use of labor-inhibiting drugs. The premature 
rates in this program were only 2.4 percent as compared to the 
U.S. average o f 7 percent. This U.S. average of 7 percent, those 
folks having low-birth- weight babies account for 60 to 65 percent of 
all infant deaths. So I am telling you that study after study shows 
that prenatal care works. 

In our State of Michigan, we had over 150 professional individ- 
uals and organizations which combined to create a new plan which 
has been endorsed by our Governor and is presently being heard in 
the legislature, on prenatal care. Our Governor put his money 
where his mouth was and put $1 million on the table and he is 
hoping for a little help from Washington. 

We feel that there are important Federal responsibilities, one I 
mentioned, financing, others, setting national goals. You have 
heard some of them and you have heard that we may not meet the 
goals we set in the seventies. I also believe in monitoring and re- 
porting on the problems. These should not come as surprising. We 
should have an active, ongoing reporting and investigating system, 
because the 1979 and 1980 decline in infant death rates is not good 
enough; because the situation is fluid and responsive to economic 
fluctuations. 

The President's Commission last year reported that the Federal 
Government had an ethical responsibility for seeing that health 
care is available to all when market competition, private charity, 
and governmental efforts at the State and local level are insuffi- 
cient. We feel that the Federal Government should use its judg- 
ment in selecting those interventions and in targeting financing to 
those areas of the country and those subpopulations in the country 
where maximum impact can be expected from the expenditure of 
scarce dollars. 

We all recognize that there are limitations so, therefore, I urge 
you to put resources into those areas of the country in greatest 
need and that you emphasize the following proven low-cost inter- 
ventions. 
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First, family planning, which according to Federal Government 
studies in 1966, when compared against other interventions, out- 
ranks them all 6 to 1. You cannot buy better health care for the 
dollar. It costs $75 per woman per year and in our State the title X 
program only meets 20 percent of the need. You can frontend a lot 
of problems with family planning. 

Second, prenatal and infant care, you can purchase prenatal care 
for between $200 and $300 in any area of the country. The alterna- 
tive of reducing infant death rates in the newborn intensive-care 
units is paying $1,000 a day, and it works, but most of us feel in 
the health profession that we have about milked that well dry and 
we probably have a better way to do it, and that is through preven- 
tive health programs like prenatal care and regular checkups for 
the newborn infant. 

The third intervention is nutrition supplements, and I want to 
cite the effectiveness of the WIC program. For $30 a month to a 
pregnant woman or to her infant we know at least in pregnancy 
you can at least add a week of gestation and up to 180 grams of 
birthweight, which is a good advantage, well worth the dollars. 

If we as a nation are to address the problem of high infant mor- 
tality in the black population, we must assure that these three 
measures are widely available to all who need them. Services must 
be expanded rnd targeted to vulnerable population groups. 

Finally, I would like to close by citing a little tale out of the 
MCH tradition, and this is from a former State MCH director out 
West. A long time ago, writing about the Federal activity of Di\ 
Martha May Eliot in the Children's Bureau, she wrote: 

My introduction to Martha May Eliot came early in my career in public health. 
It was in the summer of 1936, shortly after I had joined the staff of the Montana 
State Board of Health as Maternal Child Health Director. The effect of the depres- 
sion was still being felt, multiplied by eastern Montana's 8th year of drought. Thnre 
were no crops, cattle were dying for lack of feed, and the temperature soared in the 
100's. A telephone call soon came from Washington. It was Dr. Eliot of the Chil- 
dren's Bureau asking how the children were faring in the eastern counties. She in- 
formed me that a member of the Children's Bureau staff would arrive the following 
week to help me do a survey. 

The point here is that Federal, State, and local governments all 
have responsibilities. Those have been detailed in my full report. 
None of us can shirk these responsibilities, and we must form a 
team at all levels of government if we are to assure the health and 
welfare of our children. 

Thank you. 

Testimony resumes on p. 94.] 

The prepared statement and attachments of Mr. Taylor follow:] 
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INFANT MORTALITY i ANALYSIS AND RECOMMENDATIONS POR ACTION 

BY 

JEFFREY R. TAYLOR, PH.D* 
CHIEF, DIVISION OF MATERNAL AND CHILD HEALTH 
MICHIGAN DEPARTMENT OF PUBLIC HEALTH 

FOR 

COMMITTEE ON ENERGY AND COMMERCE 
SUBCOMMITTEES ON 
OVERSIGHT AND INVESTIGATIONS AND HEALTH AND THE ENVIRONMENT 
HEARING MARCH 16, 1984 



Thank you, Mr. Chairman, for th* opportunity to appear hart 
today to address the important problem of infanty mortality in 
the United States. I ask that my orief remarks this morning , as 
well as my full report, be included in the record of today's 
hearings. In addition, I am> submitting for the record a complete 
literature review and three other reports on various aspects of 
prenatal care. 

As the former Director of the Children's Bureau, Dr. Martha 
May Eliot said in 1948s 

We in America like to believe that our 
standard of living is high enough to provide 
not only food, shelter, clothing, education, 
and recreation for families, but also health 
care. However, when we look at the statis- 
tics, using children as a measurtf of social 
progress, we find that this is not the case. 



While the chances of being born alive and surviving the first 
year of life have steadily improved in the United States for the 
population as a whole, the fat* of a newborn baby in our country 
is by no means assured. 
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n the United Statti in 1979s 



• 44,200 infant! diad before reaching ona year of age. 

• 241,000 infanta vara born weighing leaa than 5-1/2 
pounds. 

• 250,000 infanta were born with moderate to aevere birth 
defect a. 

The United Statea continuea to lag behind other induatralized 
nationa of the world, ranking from 16th to 18th on atatiatica 
publiahed over the laat four yeara by the United Nationa. Some 
of the countriea ahead of the U.S. include Japan, Spain, Rong 
Kong, Canada, Australia, Singapore, and Ireland. 

The ratea for individual atatea, localities, and 
aubpopulationa within the United Statea ahow wide variation in 
infant .mortality ratea. For example, a black child born in this 
country has alaoat double the riak of dying and recent atudiaa 
are strongly indicative that the black-white racial gap ia 
widening. 

Several inter-related conditiona compriat the leading causa? 
of death for infants. Two-thirda of all infant mortality ia 



\ related to the problem of the low birth weight infant or thoae 
babies born below 2500 grama or 5-1/2 pounda. This single 
greateat hazard for infanta ia alao aaaociated with increased 
occurrence of mental retardation, birth defecta, growth and 



development problems, blindness, autism, cerebral palsy, 
epilepsy , and severe lung diseases such as respiratory distress 
syndrome. 
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Other significant causes of death include congenital defects, 
birth- injuries, crib death, infectious diseases, and child abuse 
and neglect. 

The point here is that fetuses and babies most often die when 
labor and delivery begin too soon* Premature newborns are small 
and not fully developed* Thus, even though these small babies 
account for only 7 percent of all newborns each year, they are 
responsible for 60 to 65 percent of all infant deaths, 

what causes low birth weight? 

There are five factors which have been identified by public 
health and medical scientists as the major contributing factors 
underlying the problem of low birth weight*. These factors arex 

* poverty, unemployment, and lack of health insurance* 
/ • Inadequate nutrition. 

• Unintended pregnancy. 

; * Lack of prenatal care* 
I • Substance abuse. 

/ I would like to concentrate on the area of prenatal care and 
wiuld refer you to the full rep&t for a complete discussion of 
the other areas. 

I Current obstetrical standards strongly recommend that 
tjrenatsl care begin as early in the first trimester of pregnancy 
4s the woman feels she might be pregnant. Prenatal care should 
be continuous and number approximately 12 visits for the normal 
pregnancy. Infant death rates triple for those women having less 
than 5 prenatal visits. 
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Studies conducted by many scientists clearly show the 
importance of prenatal care and it* relationship to low birth 
weight, when a number of other important factors are controlled, 
including length of gestation, twinning or multiple birth, 
mother's age, education, previous pregnancies, etc., scientists 
have fouri< that prenatal care r BY ITSELF, is associated with 
important increases in birth weight. For ail^babies, this birth 
weight improvement Amounts to 6 percent and for black babies, an 
8 percent improvement* Since differences in birth weight account 
for much of the disparity in infant mortality rates between the 
races, the fact that prenatal care can be used to improve birth 
weight is a matter of the highest policy importance. 

Other studies have been done, including ours in Michigan, 
which demonstrate that team prenatal care including medical, 
nutritional , psycho-social and educational components, reduce 
fetal and early infant deaths to one-fourth of their previous 
levels. 

Scientific interest also has focused on the work of Herron 
and Creasy in San Francisco, who four years ago introduced a 
potent new intervention for reducing pre-term delivery rates* 
This intervention involves weekly care in special clinics in 
addition to regular obstetrical-medical management. Education of 
the patient, particularly in the recognition of pre-term labor, 
was an important part of the innovation. Patients are admitted 
to hospitals for introduction of new labor-inhibiting drugs if 
early labor is threatened. The results are -impressive. Patients 
in this project had an exceptionally low prematurity rate of 2,4 
percent in contrast with the U.S. average of about 7 percent. 
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Unemployment, lack cf health insurance, and related problems 
have an enormous impact on many factors related to pregnancy 
outcome. For example, in a recent hospital survey we conducted 
in January of this year, women in Michigan from families where 
the major wage earner was unemployed were twice as likely to 
deliver low birth weight babies and twice as likely to experience 
delivery complications* 

" A State task force of 150 individuals and organizations has 
determined that there is a large financially needy group of women 
in our state who are uninsured, low income, and unable to qualify 
for Medicaid. They number 9,500 or 7.2 percent of all women 
yiving birth. 

Michigan has been hampered by Federal budget cuts for low 
cost and effective health programs such as family planning and 
maternal and child health services. During one 16-month period, 
our maternal and child health program recorded a loss of 56.7 
million at a time when demand for services* was increasing 
exponentially from the families of the unemployed. 

We also estimated that we experienced a combined total of 194 
excess infant deaths during the 1981 to 1982 time period when 
compared with our own rate of progress in reducing infant 
mortality in Michigan. We suffered 333 excess infant deaths if 
compared to the U.S. average. 

Many of the states, including Michigan, feel the*:e are 
several important Federal government responsibilities; 
responsibilities that have been in effect in this country since 
1912 when President Taft created the U.S. Children's Bureau. 
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Wha^. are the Federal government responsibilities? There are 

six: 



Setting National goals 

Setting Standards for Publicaliy Financed Health Care 
Financing 

Innovation , 

Monitoring 

Training 



The Prebident's Commission reported last year that the 
Federal government has an ETHICAL responsiblity for seeing that 
health care is available to all when market competition, private 
charity, and governmental efforts at the State and local level 
are insufficient. 

Clearly, the Federal government should use judgment in 
selecting those interventions and In targeting financing to those 
areas of the country where maximum impact can be expected from 
•the expenditure of scarce dollars. We al 1- recognize that there 
are limitations. Therefore, I urge you to put resources into 
those areas of the country in greatest need, and that you 
emphasize three key interventions. 

(1) Family planning, which costs $75 per woman per yeq r . is 
by far and away the most potent and low-cost intervention the 
public health authorities can bring to bear. Virtually, all 
cccial and religious groups in the country approve of some form 
of family planning. 

(2) Prenatal and infant ££££ are low cost and effective. 
For example, prenatal care can be purchased in most areas of the 
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country for between two and three hundred dollars* This is in 
sharp contrast to the much higher costs associated with newborn 
intensive caie. This expensive treatment costs $1000 per day. 
Not only is the therapy highly expensive, but it also causes 
severe disruption, pain and suffering to the family* 

(3) The KI£ nutrition ■upplenent oj^j^b, which costs $30 
per month for a pregnant or breast-feeding woman or infant, is 
another good investment* Such programs should be expanded to 
meet 75 percent of the needy in the United States. 

If we, as a Nation, are to address the problem of high infant 
mortality in the black population, we must assure that these 
three measures are widely available to all that need them. 
Services must be expanded and targeted to vulnerable population 
groups* 

I want to close by relating to you the experience of another 
State Maternal Child Health chief who had her first contact a 
long time ago with the former head of the Children f s Bureau, or. 
Martha May Eliot. She writes: 



My introduction to Doctor Martha May Eliot 
came early in my career in public health. It 
was in the summer of 1936, shortly after I had 
joined the staff of the Montana State Board of 
Health as Maternal Child Health Director. The 
effect of the depression was skill being felt, 
multiplied by Eastern Montana 'i 8th year of 
drought* There were no crops, cattle were 
dying for lack of feed, and the temperature 
soared in the 100 ! s. A telphone call soon 
came from Washington. It was Dr. Eliot of the 
Children's Bureau asking how the children were 
fairing in the Eastern counties. She informed 
me that a member of the Children's Bureau 
staff would arrive the following week to help 
me do a survey. 



The point here is that Federal, State and local governments, 
all have responsibilities. None of us can shirk these respon- 
sibilities and we must form a team if we are to assure the health 
and welfare at our children- 
Thank you. I would be happy to answer any questions you might 
have. 
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INFANT MORTALITY: 
ANALYSIS AND RECOMMENDATIONS FOR ACTION 



EXECUTIVE SUMMARY 



The most sensitive Indicator of the health status of a couhtry or 
a locality 1s generally thought to be the Infant mortality rate: 
the nuwber of Infants bom alive but dying before their first birth- 
day. 

The Unites States continues to lag behind other Industrialized nations 
of the world, ranking fro* 16th to 18th on statistics published over 

ISM". 1 ! £ 0U T y ?*!! s ^ th< Un1ud ^ t1ons - Sr e of the countries ahead 
of the U.S. Include Japan, Spain, Hong Kong, Canada, Australia, Singapore 
and Ireland. , 

Two-thirds of all Infant mortality 1s related to the problem of the 

low birth weight Infants, or those babies born below 2500 grams (5% pounds). 

This single greatest hazard for Infants 1s also associated with 

Increased occurrence of mental retardation, birth defects, growth and 

development problems, blindness, autism, cerebral palsy, epilepsy 

and respiratory distress syndrome. 

Other significant causes of Infant death Include congenital defects, 
birth Injuries, sudden Infant death syndrome, infectious diseases and 
abuse and neglect. 

Black Infant death rates now approach twice that of white rates (19.3 black, 
9.9 white) and recent studies indicate that the gap may be widening. 

Infant mortality 1s a problem for which there are known, low-cost solutions. 
Interventions which will reduce low birth weight and resultant Infant 
mortality Include: family planning, prenatal care, nutrition supple- 
ments for pregnant women and Infants, and substance abuse education and 

control . 

Since poverty, unemployment and lack of health Insurance are also powerful 
determinants of Infant mortality, It 1s also clear that these problems 
must be addressed. With one 1n five of all U.S. children being born Into 
poverty the potential exists for further short term Infant mortality and 
morbidity Increases 1n hard hit states, cities and certain subpopulatlons. 
Over the longer term a? these children grow up, there could also be serious 
labor force Inadequacies. 

The report presents the problem of Infant mortality 1n detail and offers 
four recommendations for 1nmd1ate adoption. 
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RECOMMENDATIONS 



THE PROBLEM OF HIGH INFANT MORTALITY MUST BE IMMEDIATELY ADDRESSED 
BY FEDERAL. STATE AND LOCAL GOVERNMENTS AND SPECIAL EMPHASIS MUST 
BE GIVEN TO CLOSING THE GAP BETWEEN WHITE AND BLACK INFANT DEATH 
RATES. 



MATERNAL AND CHILD PREVENTIVE HEALTH SERVICES ARE BOTH LOW COST 
AND DEMONSTRABLY EFFECTIVE AND SHOULD BE IMMEDIATELY EXPANDED TO 
REDUCE LOW BIRTH WEIGHT, A CONDITION WHICH IS ASSOCIATED WITH 
TWO-THIRDS OF ALL INFANT DEATHS. THESE SERVICES INCLUDE FAMILY 
PLANNING, PRENATAL CARE, SUPPLEMENTAL NUTRITION, SUBSTANCE ABUSE, 
OUTREACH AND EDUCATION. 



AUTOMATED "SENTINEL" VITAL AND HEALTH STATISTICAL SYSTEMS SHOULD 
BE ESTABLISHED IN KEY LOCATIONS ACROSS THE UNITED STATES TO PROVIDE 
AN EARLY WARNING SYSTEM FOR INFANT MORTALITY FLUCTUATIONS. 



A NEW UNIT FOR CHILDREN, YOUTH AND FAMILITG SHOULD BE FVTABLISHED 
AT A HIGH LEVEL WITHIN THE FEDERAL GOVERNMENT. THIS UN.IT MUST, 
AMONG OTHER IMPORTANT FUNCTIONS, "INVESTIGATE AND REPORT" ON THE 
CONDITIONS WHICH AFFECT THE HEALTH AND WELFARE OF AMERICA'S 
MOTHERS AND CHILDREN. 
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THE PROBLEM 

Introduction 



Infant mortality counts Include til reported deaths of newborns from the time 

h S'LUlSlHi up i t 2, th,1r f1rst b1rthd,y - Infm SrUllty Is recojnlled , 
as the most sensitive Indicator of the health status of a country or a locality. 1 

I?!.S?? nc ! 5 of b ? 1 ? 5 b ? rn ,11v * tno ""giving the first year of life has 
tSfS'JXS^t IS th ? ""I!** 1 sut " d«sp1tl this progrell, the 

In *979: b ° r " 1 " th * U " 1ttd SUt " 1s by n0 MMns •««u"ld. In the U.S. 

. 44,200 Infants died before reaching one year of age 
. 241 ,000 Infants ware born weighing less than 5.5 pounds. 
. 250,000 Infants were born with moderate to severe congenital defects 
tSl S U h«l2h S ^rJ^ 9 " , ?^l 1y cons . 1d « r « t > 1 * *h1nd other Industrial nations In 

u I2n?fXiZ?!« •ET: Frc ? r ar to , y,ar ' H n1t,d stat,s rank$ fr °" «th to lath 

s $ n*.™,I ftl"? J? Ch fc c ? untr ! ,$ " J,p,n « C,Md *' Australia. Hong Kong and 
Singapore. The table below shows the population and Infant mortality for 25 
countries who have population levels above two mil ion. The Countries listed 
un?t d*t 9 * * nt mortaHty ra<es "ported 1n 1580 by the 
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Since 19&0t the United States has continued Its overall improvement and shows 
a provisional Infant mortality rate of 11.2 for 1982, 

The rates for Individual states, localities and population groups show wide 
variation, however, from the United States population average. Great disparities 
exist according to race and ethnic origin. A black child born in this country 
has almost double the risk of dying before reaching their first birthday and 
recent studies are strongly indicative that the black-white racial gap 1s 
widening.* Other studies suggest that the rate of decline of Infant mortality 
In the United States may be leveling off, perhaps, making 1t Impossible for 
the United States to reach Its 1590 Infant mortality goal 0 f reducing Infant 
mortality to more than 9.0 deaths per 1,000 live births for the population and 
no more than 12.0 deaths per 1 ,00X1 live births for any racial or ethnic group 
or geographic area of the country? 

Public heaUh officials 1n Michigan were distressed 1n the Spring of 1982 when 
we learned that the final 1981 Infant mortality rates for our state would show 
an Increase. Complacent, after experiencing almost steady declines over the 
past four decades, we were not expecting a reversal In the downward trend of 
this Important health Indicator. The 1981 report on Infant deaths n Michigan 
detailed one j)f the greatest year to year Increases In Infant mortality since 
World War IIP Michigan's Infant mortality rate rose from 12.8 deaths for 
1,000 live births 1n 1980 to 13.2 deaths in 1981. 



Dy the end of 1981, Michigan ranked as the 36th worst of 50 states In Infant 
mortality, Michigan appeared to have moved from a median state in terms of 
infant mortality tc one of the states with great difficulty. In 1981, Michigan 
had a mortality ratio 13 percent above the national average. 

Analysis of the major causes of death Indicated that the Increase was spread 
across all categories with the exception of deaths d'je to Infectious and 
parasitic disease. The rise 1n Infant death rates was also recorded across a 
wide geographic ^ea with nine of the fourteen state planning and development 
regions showing an Increase 1n Infant mortality. Teenage mothers and black 
Inter-city populations and the rural poor seemed the hardest hit. Detroit 
reported some census tracts with death rates of 33 per 1,000 live births, a 
level far exceeding that reported by many third world nations. 

The pervasiveness of the Infant death Increase In Michigan across wide geographic 
areas of the state and nearly all diagnostic categories combined with a review 
of infant mortality rates in other states, pointed consistently to Michigan s 
poor economic condltv.n of that time. Persistently high unemployment combined 
with unprecedented reductions 1n virtually all public services positioned Michigan 
for Increases 1n a variety of socio-economic and health Indicators, one of which 
was the Infant mortality rate. 

Causes of Infant Deat h 

Several Interrelated conditions comprise the leading causes of f ° V"f* n * s - 

The relative numbers of Infant deaths, their causes and associated risk factors, 
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vary by Infant age. Usually Infant dtaths art analyzed 1n two separate 
time periods. The first 1s neonatal which covers deaths from birth to less 
than 28 days of age. The second category Is post-neonatal which are those 
deaths occurring to babies over 28 days of age to the first birthday. 

The leading causes of Infant death art birth Injury, anoxia or apoxla 
associated with difficult labor and delivery or conditions associated with 
immaturity 7 Most of these deaths occur during the neonatal period. Congenital 
defects are also a significant cause of Infant death. 

Table 2 below shows infant mortality for 10 selected causes of death In the 
United States for 1981. All causes are shown In terms of the number of Infant 
deaths per 100,000 live births. 
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Infantsbom *.1th a very low likelihood for Infant diath, disease or disability 
are most often those who have grown and matured 1n a healthy woman until labor 
and delivery at a gestational or Intrauterine age of 38 to 42 weeks. These 
babies are called full term newborns and they most often weigh more than Z500 
grams or 5.5 pounds. In contrast, fetuses and babies most often die when labor 
and delivery begins too soon. These "premature" newborns are »«■" «■* 5?! J I?ll y 
developed and they account for most of the low weight newborns who ^ 
fan below the 2500 gram or 5.5 pound standard. Low birth weight babies account 
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from 6.8 to 7.4 percent of the total newborn population 1n most statts of tht 
U.S. These low birth weight babies, however, are responsible for 65 percent 
of neonatal deaths and 60 percent of all Infant deaths. T 0 These small babies, 
because of their 1nwatur1ty, are highly susceptible to birth Injuries, Infections 
and lung problems especially respiratory distress syndrome. Many may recall the 
Infant born to President and Mrs. Kennedy who was born prematurely and suffered 
th* lung problem hyllne membrane disease. Premature Infants are at least 
twenty times more likely to die then full term Infants. 1 ' 

As Harris, Keeler and Michnlch point out 1n their Impressive, Algorithms 
for Health Planners: Volu me II Infant Mortality , other fetuses and newborns 
susceptible to death are those wltn stunted growth and development due to 
Intrauterine malnutrition or chronic lack of o*y9tnJ2 These babies are callr.d 
smell for dates or small for gestational age end typically weigh less than the 
expected weight for their gestational age. Full term newborns, those bom at 
40 weeks of gestation or above, who are small for dates, can weigh considerably 
leas than 2500 grams and are especially susceptible to acuts lack of oxygen or 
asphyxia at birth, infection >nd hypoglycemia {low blood sugar). The probabilities 
of neonatal death are substantially higher than for newborns of average birth 
weight of the same gestational age. 13 

tow Birth Weight 

Some of the major causes or low birth weight are revleweo 1n th* ensuing sections. 
In the majority of instances, the reader will note that the status of the Infant 
at birth 1s highly dependent upon maternal health and the receipt of appropriate 
medical and other health care during pregnancy. In addition, the mother's routine 
health behaviors and her ablMty to take care of herself and her newborn all 
contribute to the health status of the Infant. 

Pover ty. A large part of the difference between Infant death rates for 
white and black infants 1s due to the fact that a greater proportion of black 
lnfu„t$ are bom at weights below 2£00 grams or 5.5 pounds. The relevant data 
for Michigan are shown 1n the Table 3 below for the years 1980 through 1982! 
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N1ch1gan has had a very slight Increase In the low birth weight ratio between 
1980 and 1982. In 1980, there were 68.9 low birth weight Infants bom per 
1,000 live births and this Increased slightly to 69.4 In 1982. However, the 
racial breakdown Indicates that while the** was • slight Improvement for whites 
that black low birth weight ratios worsened from 129.4 per 1,000 to 139.6 per 
1 ,000. This differential Is greatly accentuated 1n Detroit where after two 
successive years of Increase the ratio had Increased to 147.7 low birth weignt 
births per 1,000. 

Evidence Indicates that racial differences are associated with corresponding 
socio-economic differences. 

The view that the racial differential In low birth weight Incidence 1s a 9«net1c 
phenomenon, and thus cannot be eliminated, has been put forth by J 0 "*/"]™ 
scientists. However analysis of birth weight distribution according to socio- 
economic status among homogeneous ethnic populations reveals a clear relationship 
between birth weight and social class, with the birth weight of black Infants 
of higher socio-economic status comparable to that of whites.'* 

Other scientists like Gortmaker of Harvard University have made Intensive reviews 
of the relationship between poverty and infant mortality 1n the United states. 
Using national data, the Gortmaker study estimated the relative Impact of a 
variety of biological, social and economic factors upon the risk of Infant 
death. Methods for this study Included the multlvarlant approach In which 
estimates of the relative risk for Infant death were observed in various sub- 
populations. Within the white population of legitimate births, the estimates 
Indicated that poverty 1s associated with relative risks of neonatal and post 
neonatal mortality 1.5 times greater than experienced by Infants not born In 
poverty, Independent of a variety of maternal and familial characteristics and 
the birth weight of the Infant. Gortmaker concluded that the estimated direct 
effects of poverty on Infant mortality are larger than the effects of poverty 
mediated by the birth weight of the Ir-'ant. He also Indicated that the 
persistence of poverty and the continuing unequal distribution of health care 
resources to pregnant women and young mothers 1n the United States implies tne 
reproduction of these differentials to the present day. 

Antonovsky and Bernstein examined the relationship between the components of 
Infant mortality and social class by analyzing data available £om Jnfant 
mortality studies undertaken In Western Europe and the United States*" It was 
found that although Infant mortality had declined dramatically 1n the past 
century, the inverse relationship between social class and mortality has not 
narrowed. In spite of the advances 1n medicine and surgery, sanitation and 
housing conditions and the overall rise 1n living standards which were presumed 
to be of special benefit to lower socio-economic classes. The authors 
concluded that an important focus of action, if the social class gap 1s to be 
closed, would come through less traditional medical techniques and broader use 
of the instruments of social change Including education and welfare strategies. 

Since prematurity and low birth weight are generally twice « co^on among blacks 
« among whites /this probably acconts for much of the overall observed racial 
mortality differential .17 Certainly It 1s disturbing that poverty seems to be 
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on the Increase both 1n Michigan and the United States. 18 The Children's 
Defense Fund Study showing large Increases 1n the number of children living 
in poverty in the United States now estimated at one 1n five, should be a 
cause of concern given its direct and Independent relationship upon adverse 
infant mortality rates. Michigan, which has experienced double digit 
unemployment levels over the last four years, now reports that one 1n four 
children are being bom Into poverty. At the present time approximately 
is percent of the entire nine million Michigan population 1s participating 
1n some form of public assistance. 

Inadequate Nutrition . Nutrition 1$ a component of particular concern 
during pregnancy and infancy. From clinical experience, the Impact of an 
inadequate diet 1s greater on an Infant than on an older child or adult. An 
Inadquate diet during fetal development or Infancy affects the entire growth 
and development process throughout early childhood and may have lasting 
effects into adulthood. Infants who are nutritionally deprived experience 
brain growth retardation. Insufficient caloric and protein Intake slow bone 
growth and delay calcification. The duration of u^der nutrition and con- 
comitant poor health status for the mother .and the Infant are the most signi- 
ficant causes of permanent growth retardation 1n a child. 

Nutrition deficient infants do not spend their energy on development and are 
therefore cheated of their full genetic potential. Nutrltloral Information 
reeoflrondlng proper food Intake during pregnancy and Infancy 1s essential 
particularly 1n mothers of f1.*st born babies who are often Inexperienced about 
the nutritional needs of Infants md appropriate feeding practices for the 
newborn. 

Failure to thrive Is a condition associated with nutritional problems and 1s 
defined as a rate of gain In weight and/or length more than two standard 
deviations below the mean for an Interval of at least two months. There are 
both qrganlc and non-organic bate* for failure to thrive and establishing a 
correct diagnosis require* careful evaluation to rule out malabsorption 
syndromes from the Interactional problems of care giver and Infant. 

Michigan health scientists are therefore quite concerned given the well documented 
reported Increases In admissions to hospitals 1n the Detroit area for failure to 



Or. Ingeborg Krleger, Director of Children's Hospital of Detroit's Failure to 
Tnrlve Project, has verified that the number of Detroit children needing medical 
c-jre for malnutrition '-sarly doubled between 1980 and 1982. Although figures 
are not In at this /olnt for 1983, Dr. Krleger believes that they will be higher. 
She feels that this situation "has a clear correlation with economic changes that 
have occurred In Detroit during the 1980-82 time period." '9 According to Dr. 
Krleger's data there were 196 admissions for malnutrition In 1980, 356 In 1981 
and 375 In 1982. Thus, these figures for the 1980-82 period represent an 87.5 
percent increase 1n hospital admissions. 

Clearly many Michigan communities continue to rely on neighborhood food kitchens 
to supply the daily nourishment needs of women living In poverty. 
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Since poor nutrition 1s one of tht correlates of low birth weight, maternal 
weight before and weight gain during pregnancy are predominate Influences on 
infant birth weight. It has 'been recommended that the total weight gain be 
at least 10-12 kilograms during the prenatal period. Diet supplementation 
programs such as the special supplemental food program for women, iQfints and 
children has produced statistical Increases 1n infant birth weight. *o Data 
from more than 30 years ago suggest that an adequate diet during the last weeks 
of pregnancy may even be able to offset the effect on birth weight of earlier 
severe dietary deficiencies. 21 

Unintended Pregnanc y. Fertility studies have shown that 1n the United 
States almost all people, regardless of ethnic, religious or socio-economic 
background desire to have smaller families and use or expect to use contraception. 
Effective fertility management has been shown to contribute substantially to the 
health of Infants as well as to family health and stability. Any unintended 
preonancy presents special problams for the family, the child and society. Very 
many children, particularly at dose Intervals, 1s associated with a number of 
complications 1n pregnancy and delivery Including placenta praevla, hemorrhage, 
prolapsed cord, abnormal presentation or position of the fetus, rupture of tht 
uterus and postpartum Intrauterine enertlp with severe bleeding," Increased 
numbers of pregnancies may lead to nutritional deficiency 1n the mother which 
will result in anemia, calcium deficiency and difficulties 1n breast feeding. 

An Interval of approximately two years between the end of one pregnancy and the 
beginning of another Is associated with the lowest Incidence of late fetal and 
neonatal mortality and prematurity. 

Stillbirths are the most frequent among prlmi parous women especially 1f the 
mother ts over 35. The very young mother also displays' a somewhat higher 
stillbirth rate. Older parents are more likely to have children with congenital 
defects' of certain types. y 

Economically the Mrtfi of an unplanned child to the family which cannot support 1t 
adds to the responsibility that federal,, state and local governments must assume. 
It has been estimated that for every dollar Invested by the federal and state 
government in family planning services, there 1s a $2.00 savings 1n governmental 
cost for health and welfare services within the following year.< J Additionally, 
the burden of providing even minimal health care during pregnancy, labor and 
delivery and postpartum adds $1gn1f1car.*ly to the cost for health care support 
which must be provided to the medically Indigent by a public means. 

Reduction of family planning services to the poor and the near poor are thought 
to exacerbate exlstlno problems 1n Infant mortality by delaying attention to the 
unplanned pregnancy until families Increase 1n size to the point of being 
classified as below the poverty level. Finally, fejeral government studies going 
back to 1966 Indicate that when the various Infant mortality Intervention 
strategies are compared on the basis of cost effectiveness, that family planning 
outranks its closest competitor by a ratio of 6 to 1." 

Lack of Prenatal Care . Prenatal care, especially the adequacy of care, 
as measured by the timing and the number of prenatal visits has been demonstrated 
to be an Important factor in low birth weight. " The meaning of this association 
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has been difficult to establish because the nunber of visits does not necessarily 
Indicate the quality of care and because access to care and quality of care In 
turn related to many oth*r variables. 

Current obstetrical standards strongly recommend that prenatal care begin as 
early 1n the first tHmester as the woman feels that she might be pregnant. 
Waiting until after the second missed period 1s often thought to be poor advice 
1n contemporary medical circles. In fact, most obstetricians would recoowend 
that the woman have a thorough health history and examination prior to becoming 
pregnant to assure that there are no medical* social or other contraindications 
for pregnancy. 

Prenatal care should be continuous and scheduled every four weeks until 28 weeks 
of pregnancy, every two weeks until 36 weeks of pregnancy and every week after 
the 36th week of pregnancy. This care should Include health history Initial 
assessments, Including risk Indexing with a standardized tool, nutrition services, 
psycho-social services, health education and counselling as needed. 

Studies conducted by Budettl , Showstack and Kinkier, clearly show the Importance 
of prenatal care 1n relationship to low birth we1ght.* 6 These scientists controlled 
for a variety of other Important factors Including: length of gestation, the 
baby's sex, whether the child was single or part of a multiple birth, mother's 
age, mother's education, the number of previous pregnancies, complications of 
pregnancy, and the type of hospital birth. They found that prenatal care 1s 
associated with an Important Increase 1n birth weight. For all babies, adequate 
prenatal care Improved Mrth weight by about six percent and for black babies 
by approximately eight percent. Again, since differences 1n birth weight account 
for the disparity 1n Infant mortality between the races, the fact that prenatal 
care can be used to^lmprove birth weight distribution and thus black Infant 
mortality rates* s! juld be a mattar of highest policy Importance. 

Several ctfher studies have been done evaluating tile Impact of prenatal care on 
"birth outcome. Very often this benefits of^publlcly funded maternity and Infant 
care programs 1n terms of reduced Infant or perinatal mortality have been 
tJ1ff1cuU to demonstrate. The Michigan group developed a new method of evaluation 
in which patients served as both study and control subjects. In this program 
evaluation, using the so-called team care or maternity and Infant care program 
model developed 1n the 1960's , a reduction 1n fetal and neonatal deaths from 
rates on the order of 99 to 128 per 1,000 live births, to 28 per 1,000 was observed. 
One othe- well controlled study conducted by the Cleveland Perinatal Center showed 
similar 1f rot more Impressive findings when medical care only was pitted against 
team care (medical nutrition, medical social work, health education and public 
health nursing)/ 0 

Prenstal care and pregnancy outcome has been studied 1n an HMO setting, v1s-a-vls 
the general population 1n an Interesting multlvaHant cohort analysis by the 
University of Rochester School of Medicine. 29 Four thousand one hundred and 
forty eight deliveries 1n an HMO clinic we*e compared w1tn 19,000 births 1n 
the Portland Oregon area. With maternal risk held constant, low birth weight, 
neonatal mortality and Infant mortality were 1.5 to 5 times greater with late, 
less frequent prenatal care than with early frequent care. Multivariate analysis 
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demonstrated a poslHve relationship between prenatal care and birth weights 
This analysis also Indicated that Independent of all maternal risk factors 
that HMO membership was associated with an Increase of 30 grams irj the predicted 
blrthwelght. Hoover, this slight Increase 1n birth weight seemed to have no 
apparent effect on mortality. 

Finally, 1n a much discussed evaluation of a pre-term birth prevention program 
conducted by Herron, Katz and Creasy potentially potent new Intervention programs 
were demonstrated as being instrunental 1n reducing pre-term delivery rates. 30 
tn the first year of this program, the pre-term delivery rate et the University 
of California, San Francisco, was reduced by nearly two-thirds. The exceptionally 
low prematurity rate of 2.4 percent 1n contrast to the U.S. average of approximately 
7 percent seemed to result from Increasing the proportion of patients who. are 
suitable candidates for early and effective prenatal therapy. Control studies 
have not been conducted at this point. This Intervention involves weekly care 
in special clinics 1n addition to regular obstetrical management. Education for 
the patient, particularly 1n the recognition of pre-term labor was an Important 
part of tha Innovation. Patients were also admitted to hospitals for Introduction 
of new lafcgV* Inhibiting drugs 1f pre-term labor was suspected. Staff training and 
education was also an Important part of the program. Several states, Including 
Florida have begun replications of this pre-term birth prevention program, 

A revliw of Table 4 below shows the Important relationship to both wh1t« and 
blacks of prenatal visitation. When the number of prenatal visits falls below 
four, Infant mortality rates 1n Michigan soar from an average of 12.5 deaths 
per 1»000 to 65 to 70 deaths per 1,000. This trend holds true for both whites 
and blacks. As the number of prenatal visits Increases, Infant mortality rates 
begin to come donn. The most Important Indicator on the table mey be for those 
high risk patients who have large numbers of vlslvs. Even those with 20 or more 
vls1tV» adequate care seems to greatly attenuate Infant mortality rates. 
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Or. Gloria Smith, Director of the State Healtn Department, recently established 
a special prenatal task force Involving over 150 outstanding Michigan heaUh 
professionals and organizations to study the problem of Inadequate prenatal 
care and Its relationship to Infant mortality. Among the major findings and 
recommendations were: 

• Approximately 9,500 Michigan women are pregnant each year and have 
no health Insurance or Medicaid. These women have Inadquate Income 
,to pay for prenatal care and will need financial assistance. 

• Forty percent of the financially needy group 1s located 1n the trl-county 
area of Wayne, Oakland and Macomb Counties and 60 percent reside 1n 
outstate rural M1cr.*$an. 

• Scientific studies show that for every dollar spent on prenatal care,' 
$4. 00-56.00 can potentially be saved In newborn Intensive care and 
related costs. Many of these hospital bills are not being paid 

and constitute a serious burden of uncompensated care for hospitals. 

• Other Important barriers to prenatal care for all Michigan women must 
be addressed such as transportation problems, provider shortages 
especially In Inter-city and rural areas, legal barriers such as 

a minor's right to consent to their own prenatal care and outreach 
and education services for hard to reach and vulnerable population 
groups. 

• The Medicaid system should be upgraded and adopt the same standards of 
prenatal and postpar jffl care as recommended by national and state 
professional groups. The Medicaid program should also adept a high 
risk prenatal program for certain diagnostic groups of patients. 

• Local health departments should be responsible for assuring access and 
availability of prenatal and postpartum care for all women residing In 
th«1r jurisdictions who need assistance in making arrangements, 
financial help should only be given to those without health Insurance 
or Medicaid coverage who also meet low Income guidelines. 

Several Important documents and findings resulted from the Director's Task 
Force including a major wport entitled. Prenatal Care: A Healthy Beginning 
For Michigan's Children . 31 Other new methods for estimating neea and access 
and availability were demonstrated. 

r »re are many excellent discussions of the value of prenatal care especially 
in detecting and managing health problems. The March of Dimes Series 2 on 
Prenatal Care, Module 6 entitled, Antepartal Predltlon jf Fetal and Neon atal 
Risk Is among the best. To this 1 istlng we add ours prepared by The Division 



of Maternal and Child Health Obstetrical Consultant. Lee 8. Stevenson, M.D. 
(See Appendix A). 

"\ Substance Abuse . There are no safe levels established for the Intake of 
alcohol and most legal *>r Illegal drugs taken durlr.g pregnancy. Recent evidence 
suggests that even sm Q 1 amounts of alcohol or drugs, when Ingested by the 
pregnant woman at critical points In the baby's development In utero will lead *.o 
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premature silvery, low birth weight for the length of time the pregnancy was 
carried (tne small for gestational or SGA baby) and Infants that are born with 
serious Illnesses or birth defects. It 1s obvious that American women need to 
become more knowledgeable about the misuse of cigarettes, alcohol and drugs In 
pregnancy and they must act on that knowledge 1f they are to secure better 
pregnancy outcomes. 

The care of the drug dependent pregnant woman and her Infant has been a special 
area of concern in Michigan. 32 f n€ diagnosis of pregnancy, prenatal care of the 
pregnant drug addict Including detoxification or Methadone maintenance and 
psychological c are expensive and difficult treatment programs to manage. 
The resulting neonatal addiction also creates many problems which must be 
managed often In expensive tertiary level hospital centers. 

It is obvious to most in the field that simple Instructions "not to use illegal 
drugs, cigarettes or alcohol during pregnancy" are often not effective. While 
1t Is encumbent upon the Individual to take the Important first steps of 
making themselves available to care, effective management requires the 
cooperation of a full team of health professionals and Is difficult. 

Birth Defects 

A birth defect Is an abnormality of structure, function or body chemistry, that 
may be genetically determined, due to the effect of environmental facto on 
the unborn baby, or a combination of genetic and environmental factors. ach 
occurrence requires precise diagnosis and family counseling. Medical treatment 
is often difficult and expensive although an Increasing number of birth defects 
can be diagnosed or completely corrected prenatal ly. 

One In 33 children have a major b' defect noted at or near birth, and 
5*10 percent of these defects res n the Infant's death. 

tt should be noted that birth defect* account not only for Targe numbers of 
Infant deaths, but a>>w f or many hospitalizations. One In three pediatric 
hospital beds 1s filled by 3 child with a birth defect. 

Inherited Disorders . Although pproximately 3000 genetic diseases are 
known, five types are of particular concern to the public health system. 

Downs Syndrome affects about 240 Michigan newborns each year, and is associated 
with mental retardation and -varying degrees of handicap, requiring life long 
care. The syndrome Is associated with advanced maternal age (35+ years), 
and can be diagnosed prenatal ly. 

Neural tube defects. Severe spinal cord and brain defects occur In 280 Michigan 
newborns each yoar. The risk Is 2.5 times greater for whites than for other 
racial groups. Some of these depots are inconpatlble with survival, while 
others result In spinal malformation, nerve damage or destruction, weakness or 
paralysis of the legs and problems with bowel and bladder control. Individuals 
ana families encounter all of t e difficulties associated with severe Hfe long 
disability, and much of the expense fcr treatment and habituation Is borne by 
society . 

-11- 
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Defects related to particular ethnic groups. These defects Include sickle 
cell anemia. Thalassemia Syndromes, Tay-Sachs and cystic fibrosis. In 
Michigan, about 50 black Infants are born with sickle cell disease each 
year and another 100 black Infants will carry the sickle cell trait. Sickle 
cell disease Is an Inherited autosomal recessive metabolic disorder which 
stunts growth, has painful crises? limits activity, and shortens life. 

Thalassemia Syndromes are characterized by anemia, failure to thrive and 
skeletal abnormalities. These Syndromes are most cownonly seen In Individuals 
of Greek and Italian descent. In Michigan, approximately 6400 Individuals carry 
the trait and 20 have the most severe form of the disease. Additionally, 1 per- 
cent of the black population may be affected by some form of this disease. 

Tay Sachs disease Is 100 times more frequent among Jewish families of Eastern 
European descent than In the general population. Tay Sachs Infants appear 
normal at birth but die by age five as a result of progressive neurologic 
deterioration . 

Cystic fibrosis occurs primarily In whites and affects one of every 2,000 
births or abouc 70 newborns each year. In this disease, abnormal mucus 
production leads to chronic lung obstruction and disability In later life. 

*-l Inked defects. Hemophilia and muscular dystrophy are two examples of 
prominent x- l inked defects. Hemophilia 1s due to deficiencies In the 
clotting mechanism of the blood. In muscular dystrophy, muscle Is replaced 
by fat, leading to gradual muscual weakness and wasting. 

Metabolic disorders. The most widely known disorder of this group Is PKU 
(phenylketonuria), It Involves a genetic liver enzyme deficiency which, If 
not detected and treated, will Impair brain function and lead to Profound 
retardation. Six newborns are affected each year In Michigan, and another 
six have variations of this disease. 

Congenital hypothyroidism Is a metabolic disorder which, when untreated, 
causes mild to .noderate physical and mental retardation. Even though the 
Infant may appear normal at birth, this disease can be diagnosed through 
screening of blood samples taken within the first few days of life. 
Twenty seven Infant are born each year In Michigan with this problem. 

Galactosemia Is an autosomal recessive Inherited metabolic disorder which, 
when untreated, causes cataracts, liver disorders, and mental retardation 
In two to three newborns affected each year. 

Disorders of External Origin. Birth defects can also result from maternal 
exposure to infectious or toxic agents. 

Radiation and chemicals. Radiation and chemicals In the work place may be 
damaging to the developing fetus, as may In utero exposure to radiation from 
diagnostic or therapeutic x-ray studies or nuclear medicine procedures. 
Leukemia and other childhood cancers are related to such exposure. Ionizing 
radiation exposure of Infants is of similar concern due to the potential for 
the development of disease states with life threatening consequences. 
Additionally, highly toxic chemicals from the workplace may be carried out 
of the workplace into the home with potentially damaging effects to the fetus. 
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Drugs. Drugs like DES (dlethylstllbestrol ) and anti-cancer agents are among 
many known or suspected agents which adversely affect the fetus and newborn. 
High maternal consumption of alcohol accounts for about 30 birth defects each 
year 1n Michigan. Other maternal drug addictions or severe substance abuse 
account for many seriously 111 newborns who require expensive newborn Intensive 
care services. 

Sexually-transmitted diseases. Sexually-transmitted diseases may produce birth 
defects. Congenital syphilis 1s not the significant protlem It once was, as 
attended to by the decline 1n number of reported cases. In 1950, there were 
335 Michigan cases; 1n I960, 133*, In 1970, 154 and 1n 1981, 4 cases. Development 
of an overa 1 ! effective syphilis control program, and a broader scope and better 
quality of health care til pregnancy are the reasons for the declining morbidity 
rates. However, severe deformities and stillbirths are very real threats tn 
the case of an untreated syphilitic woman giving birth. 

A baby born to a woman Infected with gonorrhea may be rendered blind by the 
Infection. As required by law, persons and Institutions responsible for 
delivery must Instill 1n the eyes of a newborn an approved prophylaxis to 
prevent this condition. With the Increasing quality of health care, the 
Incidence of the Infection has been reduced. Only fifteen cases of gonococcal 
ophthalmia neonatorum were reported 1n 1981 *n Michigan. 

There 1s no effective cur** for Herpes Simplex II. Since 1t 1s not a reportable 
disease, the true scope of the disease 1n Michigan 1s unknown. However, 
national estimates Indicate five to twenty million people 1n the United States 
are Infected and 500,000 new cases occur annually, It 1s recommended that 
expectant mothers with a history of genital herpes be considered for delivery 
by C-Sect1on to avoid the possibility of Infection of the Infant. Neonatal 
Infections are severe and occasionally fatal. 

Other Infections. Infections other than those that are sexually transmitted 
nay profoundly arfect the newborn. Cytomegalovirus, for example, may cause a 
wide range of defects ranging from deafness and psychomotor retardation to low 
birth weight, enlargement of 11v.*r and spleen. Jaundice and gastrointestinal 
abnormalities. But of all the Infectious causes of birth defects, rubella 1s 
unique In Its capacity to cause an epidemic of birth defects. The last 
pandemic of rubella occurred In 1964-65 and caused 20,000 stillbirths and 
30,000 congenital 1y deformed babies in the United States. • 

The Congenital Rubella Syndrome (CRS) occurs among 20-25 percent of Infants 
born to women who acquired rubella during the first trimester of pregnancy. 
Multiple serious defects are the norm with the combination of cataracts, 
deafness and heart defects occurring most frequently and comprising a 
distinctive triad. CRS can and has been prevented by educing the chances 
of maternal exposure. Since 1970, the focus of this effort has been the 
widespread Immunization of children who serve as the reservoir of Infection. 
More recently, adolescent and adult women have been Immunized to provide more 
direct protection. The Immunization of young women 1n the child bearing age 
group (ages 15 to 40) was slowed for a time by fears that the vaccine virus 
might also be capable of producing defects. A body of evidence has accumulated 
however, to supPo> t the Qradual expansion of a vaccine target group to Include 
fertile women if the risk of pregnancy could be kept small during the Immediate 
post vaccination period. 
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Rub«11a morbidity has dramatically dropped since tht advtnt of vaccinas and 
•specially since 1979 when an Intensive affOrt to Imuilzt older school 
students was conducted. The number of CRS Infants bom each year has also 
capped but not 1n direct proportion to tht overall morbidity. In 1980* 
s cases were reported. 

The adolescents not Immunized 1n the early and middle parts of the past 
decade have now moved Into their prime chlldbeaHng years and, 1f exposed » 
still have a significant risk of maternal rubella Infection. Women who were 
between eleven and seventeen years old during the rubella campaign of 1970*71 
were too old to have been offered rubella vaccine and the subsequent drop 1n 
rubella morbidity prevented many of them from acquiring natural antibodies. 
This cohort in 1982 Is now between 22 and 29 years of age. 

Other Problems 

Infectious Di se ases . Sporadic gastrointestinal and respiratory Illnesses 
such as pneumontatHrtu and diarrhea cause a significant amount of morbidity 
and mortality 1n this age group. 

Nosocomial neonatal infections are outbreaks of life- threatening staphylococcal 
Illness and other infectious diseases 1n nurseries requiring immediate 
epidemiological Investigation to identify the sources and control the outbreak. 
Twelve co 24 such outbreaks occur 1n Michigan hospitals every year. 

Injuries at Birth . Birth Injuries, difficult labor and other conditions 
causing Tack of adequate oxygen for the Infant are among the leading causes 
of newborn deaths. In 1979, there were 45 infant deaths related to Intrauterine 
hypoxia and birth asphyxia. Significant morbidity, mainly cerebral palsy, 1s 
also present and will be more easily measured when data on Michigan one and five 
minute apgar scores 1s analyzed* 

Complications of labor and delivery may also lead to poor pregnancy outcomes. 
Small pelvic cavity, hemorrhaging from the site of placenta! attachment, abnormal 
placental location, abnormal fetal position or sudden crises related to toxemia, 
heart disease or diabetes can all lead to birth Injuries. 

Sudden Infant Death Syndrome . About 250 Infants 1n Michigan die of crib 
death each year" The figure could be as high as 350 per year 1f national 
incidence rates were applied. The difference may be due to lack of recognition 
of the child's death as SIOS. Autopsy 1s the only means by which a correct 
diagnosis may be made. Recent evidence has been accumulating that abnormal 
cardiac, respiratory and sleep patterns may Increase the risk of apnea 
(breathing Interruptions). Prolonged apnea may underlie many SIOS events. 
There 1s a? so specualtlon about the role of allergic factors 1n producing an 
anaphylactic shock reaction. 

CMid Abuse and Neglect . Child abuse and/or neglect result from parental 
psychological Problems and stress. Abut* occurs when that Infant's health 
or welfare is h armed through non-accidental physical or mental Injury or 
mal treatment Infant neglect occurs when the person responsible for the 
infant's health and welfare fails to provide adequate food, clothing, shelter, 
medical care or protection from physical dangers. 
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About 15 percent of the total child abuse cases Investigated by the Michigan 
Department of Social Services Protective Services from October 1979 through 
Septefnber 1980 were of Infants one year or under, 4,258 cases of the total 
28>308 cases. The diagnosis of child abuse and neglect Is not difficult 
when Injuries sustained require hospitalization. The challenge Is to recognize 
potential problems so that early treatment or preventive programs can be 
effect lve» 

Analysis of U.S. and Michigan Infant Mortality Trends 

With the Michigan reported population Increase In Infant mortality In 1981, a 
great deal of attention and Interest was focused on United States and various 
state Infant mortal Uy trends. Most public health scientists have come to 
rely on the National Center for Health Statistics for timely and appropriate 
mortality data. The National Center has ft long and distinguished track record. 
Thus, Michigan officials were distressed when the National Center began releasing 
false and misleading provisional Infant nqrtallty statistics to the New York Times 
and other newspapers around the country. This was done In spite of the fact 
that Michigan had published final Infant mortality rates for two of the three 
years between 1980 and 1982. That result was to sharply underestimate Infant 
"mortality rates 1n Michigan and to downplay the extent of the problem* This 
can be seen In Table 5. 



Table 5 

Comparison of Infant Mortality Rates Released 
by the Federal Government and Actual Michigan 
Final Rates 
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T .* overf'l difference in provisionally shaving 0.2 to 0.4 Infant 
deaths oer one thousand livebirths over the three year period amounts 
to ) yr\ra Y 4] 0 f Michigan having 118 fewer infant deaths than it 
actja'lv sustained. It atso presents quite a different picture when 
"•ortj'ity trends *ro being examined as we shall see in the ensuing 
ana lys i s . 

r»t> Srvidt B P »ort concluded w<th this statemer* . 

". -i" 1 ,>'eas*d to report that there is no evidence that 
»k„ M r,j r/ decline in infant mortality has abated 
pit-V*- ^at -onally or in any state. "34 

let us examine this statement with reference to the Michigan problem. 
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In order to determine whethtr Infant mortality rates tor the years 
1961 and 1982 in Michigan deviated significantly from previous trends, 
least squares regression lines wert fitted to 1976 - 1980 Infant 
mortality rates for Michigan and the United States as a whole. Time 
(yeart) was the Independent variable and Infant mortality rate (rate 
per 1,000 liveblrths) was the dependent variable. The results of these 
regressions based on the 5-year data were used to predict rates for 
1981 and 1982. The observed rates for these years were then compared to 
the predicted rates 1n order to determine whether a significant departure 
from the previous 5-year trend took place. It should be noted that the 
observed rates for the years 1981 and 1982 for the United States are 
provisional rates. ^ 

Because the actual regression equation wts derived using only 1976 
through 1980 observed rates, the upper and lower confidence limits 
on the regression lines for 1976 through 1982 data were calculated 
In separate ways for the intervals from 1976 through 1980 and 1?81 
through 1982. The confidence limits for the regression lines from 
1976 through 1980 are based on the estimated standard deviation of 
the observed values, whereas the confidence limits for 1981 and 1982 
are based on the estimated standard deviation of the predicted new 
values. Confidence limits based on the estimated standard devia- 
tion of predicted new values give rise to wider Intervals than 
limits based on the estimated rtandard deviation of observed values, 
other factors remaining the same. The limits presented 1n Figures 1 
and 2 are 90X confidence limits. 
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Obi#rvtd/Prtdier»d Infant Daath Haiti 
for Michigan, 1976*1?$! 



tu 



rt«*J4l«l*UI 



turn* 



UN 



HIT 



Ull Uff 

ma 



un 



Utt 



(tum 



a* «kMTM4 *• r«*< t*'*> Mi* 



Figure 2 



Reviewing the results of analysis 1n Figures 1 and 2 reveal* that the 
observed Infant mortality rates for 1977 for both Michigan and the 
United States as a whole are significantly lower than the predicted 
value of the regression line. For the Michigan rates, however, the 
observed 1981 Infant mortality rate exceeds the upper confidence limit* 
and 1s therefore significantly greater than the regression Hne predicted 
value (p< .025). The observed Michigan rate for 1982 1s not significantly 
different from the regression Hne predicted rate (p^ .1). The observed 
rates for the United States for 1981 and 1982 are both within the SOX 
confidence limits for the regression Hne and are slightly lower than 
the predicted values. The 1981 rate for Michigan* then, does depart 
significantly from the trend determined by least squares regression for 
the previous five-year period 1n Michigan. 
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The previous description 1s based on the assumption that the yearly 
Infant nwrtallty rates are true population values that do not vary. 
Instead, It 1s the regression line (regression of infant mortality 
rates on years) which Is variable. Slightly different results are 
obtained if we assume that rates vary as a Polsson variable and the 
regression of Infant mortality rates on years Is a true population 
parameter, standardized Mortality Ratios {SMR's) may then be constructed 
for each yea' by determining the number of expected Infant deaths from 
the regression predicted rates and the observed number of live births 
for each year. (The number of expected Infant deaths will equal the 
predicted rate times the observed number of live births • 1000.) The Stand- 
ardized Mortality Ratio will then be the ratio of observed Infant 
deaths to expected infant deaths. For Michigan* the SMR's for 1981 
and 198? are 1.077 and 1.038, respectively (see Table 6). (That Is: 
1,851/1,718 and 1,672/1,611.) 



Table 6 
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For the U.S., the SMK's for 1981 and 1982 are 0.984 and 0,998, 
respectively. (That 1s: 42,700/43,387 and 41,700/41,781). If 
a two-sided statistical test for the ratio of an observed value 
of, a Polsson variable to Its expected value 1s used, the observed 
numoer of Infant deaths 1n Michigan for 1981 1s significantly greater 
than expected (p< .01 } and the observed number of deaths In the U.S. 
for 1981 Is significantly less than expected (p<.01). Ho 
significant differences arc seen 1n either tlie U.S. or Michigan's 
1982 performance, although Michigan at 12.1 remained above its 
predicted 1982 value for Infant mortality of 11.7. 

The Interplay of both the U.S, <md Michigan 1976 through 1982 Infant 
mortality experience can be seen "whole" by viewing figure 3. Once 
again, ft Is Interesting to note that the slope of the Michigan 
regression line 1s less steep than that for the United States as a 
whole. Both regression lines are "good fits" on the 1976 to 1980 
data points with R*.98 for the U.S. line and R-.98 for the Michigan 
line. 

Figure 3 
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The differences 1n the slope) of the two lines 1s suwestlve that Michigan 
may be departing from Its traditional place as a median state In term of 
Infant mortality. Even 1f it returns 1n 1983 to sit directly on its own 
trend line, this will represent a widening adverse gap with the averan* 
national experience. In 1961, Michigan had a thirteen percent Mghor Infant 
mortality rate than the U.S. In 1982 this narrowed to an eight percent 
differential. 

What 1s the cost 1n human terms? When Michigan moved away from Its downtrend 
of 1976 to 1980, It experienced excess Infant deaths that are projected 1n 
Table 7. 

Table 7 

Projected Excess Infant Deaths 1n Michigan - 1981-1982 



Year Observed Predicted Excess Deaths 



1981 


1851 


1718 


133 


1982 


1672 


1611 


61 


Total 


3523 


3329 


194 



Excess Deaths ■ Observed Infant deaths minus predicted Infant deaths based on 
the least squares regression Una fitted to Michigan's observed rates for the 
years 1976-1980. 

Michigan experienced a projected combined total of 194 excess Infant deaths 
over the two year period of 1981 to 1982. If projections are run using 
observed Michigan deaths versus U.S. observed Infant mortality rates, then 
Michigan experienced 333 excess infant deaths. For Michigan to obtain the 
*ame level of Infant mortality as the U.S. 1s not an unreasonable goal since 
Michigan performed at that level during the 1976-1979 period. Based on the 
foregoing analysis, however, It does not appear to be attainable 1n the near 
term. 

The Infant mortality problem,as pointed out 1n earlier sections of this r*port, 
disproportionately and negatively affect vulnerable subpopulatlons. The poor, 
the black, the unemployed and the uninsured are those who bear the brunt of 
the Infant mortality problem. For a state like Michigan with a large mmber of 
births (133,000 to 135,000 per year) to have a population Increase In infant 
mortality requires that these Identified subpopulatlons experience dramat c 
Increases In their rates of low birth weight and resultant Infant mortaiuy. 

Detroit, for example, 1s mired 1n Infant mortality rates of 21 to 22 deaths 
per 1,000 live births, rates not seen 1n the U.S. "as a population since the 
1960's. Black Infant death rates 1n Detroit have risen In the last four 
successive years. Clearly Infant death rates for black populations which are 
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fifteen to twenty years behind white Infant death rates are unacceptable 1n 
an enlightened and compaslonate society Hke ours. High Infant mortality 
rates in these subpopulatlons, especially among the black population, cannot,* 
be dismissed as they have been as a somewhat unfortunate "historical N fact/ 0 

S urinary 

Infant aortallty rates m the United States compare quite unfavorably with other 
developed countries around the world. The infant death rate has generally 
declined steadily 1n Michigan and throughout the nation since the turn of the 
century. During the Test 30 years alone the Infant death rate has declined by 
almost 50 percent. These Improvements have been made largely possible because 
of better nutrition, housing and proved health care. Despite this progress, 
this first year of life remains the most hazardous peMod until age 65. 
Additionally, not all groups hm shared equally 1n this progress. Sharp differences 
persist 1n both Infant death rates and the use of health services according to 
family income, ethnic background, parental education and geographic location. 

While Michigan's decline 1n Infant mortality has closely paralleled the nat n's 
experience, at least up until 1981, there 1s t great deal of uncertainty as co 
whether Michigan will return to Its previous status as a median state 1n terns of 
Infant mortality. The reason for th1 concern Is underscored by consistently 
higher unemployment levels than exper. jnced by the rest of the United States and 
the large numbers of newborns currently estimated to be 25 percent, who are bom 
directly Into poverty. 

Generally speaking, two-thirds of all Infant deaths are related to the problem 
of the low birth weight Infant. Unfortunately, most recent progress 1n reduction 
of infant death appears to have come >y Improved survival rates for low birth 
weight infants. This 1s generally thought to be a result of high cost and high 
technology perinatal Intensive care programs. 

If the birth weight specific infant death rates 1n Michigan had not changed from 
the 1970 levels, as Table 8 below shows, the Infant death rate for Infants born 1n 
Mlchlqan 1n 1979 would have been about 17.9 deaths per 1,000 live births. The 
actual rate of 13.0 1n 1979 represents a decline of about 27 percent from the 
1970 levels due to reductions 1n birth weight - specific mortality rates. 
Approximately 90 percent of the Improvement 1n the Infant death rate between 
1970 and 1979 can be attributed to reductions 1n these birth weight - specific 
mortality rates , and only a 10 percent reduction to favorable changes 1n the 
birth weight distribution Itself. imtt 
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This phenomenon has been observed by other authors who have coat to similar 
conclusions. 36 These health scientists have reported that the United States 
does just as well as other countries when standardized birth weight distributions 
art used. Their conclusions Indicate that the United States has relied on 
expensive high technology newborn Intensive care to bring down Its Infant •< 
mortality rate. Additionally, they state categorically that the disproportionate 
percentage of low birth weight births 1n the United States accounts for our • r 
relatively poor ranking with other developing nations. 

The factors underlying low birth weight Include unemployment and poverty, poor 
maternal and Infant nutrition, unintended pregnancy, lack of prenatal care and 
maternal substance abuse. 



Or. Myron Uegman, Dean ameHtus of the School of Public Health at the University 
of Michigan » has asked the question of wheth&v or not excess attention 1s being 
paid to the absolute value of Infant mortality rates, • thus stimulating competition 
to achieve lower nunbers for their own sake, "37 He points out that one major 
concern 1s that such a competition might lead to continuing disproportion 
expenditures for high technology perinatal Intensive care. As the ensuing 
sections will point out, there 1s reason to believe 1t would be better to 
put more policy emphasis on low cost preventive health care strategies of 
demonstrated effectiveness. Such a policy, In the opinion of Dr. Wegnan, would 
put our national health priorities 1n better perspective. 
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IMPACT OF UNEMPLOYMENT AND FEDERAL BUDGET CUTS 



Unemployment and Budget' Cuts 

Michigan has experienced over four years of double digit unemployment. This 
problem which began 1n 1980 resulted from a combination of factors Including 
a restructuring of the automobile industry and a national recession which had 
a heavy Impact on the highly Industrialized manufacturing states 1n the Midwest, 
East and some portions of the South. 

Unemployment rates peaked in Michigan at 17.8 with ov?r 750,000 workers off the 
Job. Present unemployment ratfs continue to lead the nation and for February 
1984, are listed at 12.8 with 535,000 people out of work. These numbers of 
unemployed workers are higher than the number of citizens living in major 
cities and even some states around the nation. 

Once the economic decline started, the tax base 1n the state continued to shrink 
while Increasing demands were made for every aspect of ?ub11c health and social 
service functions. Compounding the problems of high unemployment and 
restructuring within the automobile Industry were the M&h cost of energyi 
Interest rates (rapidly Increasing at 3 time when the state was borrowing 
significantly to meet Hs costs) and tax dollar outflows. Unfortunately, 
Michigan continues to be one uf the states receiving the lowest percentage 
of tax dollar return from Washington. Factors noted by public 

policy makers 1n Michigan for this latter disparity Include changes 1n federal 
matching formulas and other categorical funding distribution formulas, the 
tack of military bases and defense contractors In the state and the "New 
Federalism" which meant significant reductions 1n many human service programs. 

The Michigan Department of Public Health during ths sixteen month period from 
beginning of FY 1982 to January 1983* recorded a total drop of $24.2 million 
In combined federal, state and other revenue. Maternal and Child Health Programs 
In the state health department recorded a $6.7 million loss during the same 
time period. Thus, wMle the numbers of persons eligible for and participating 
in publicly supported health and social services programs were Increasing', the 
programs themselves were being reduced 1n size and scope. 

The following Illustrates some specific examples of the Impact of those declining 
revenues during the 16-month period for Maternal and Child Health. 

o Maternity and Infant care projects 1n Wayne County were reduced 
severely. Three clinics were closed, terminating services for 
600 women and almost 11 ,000 children. 

o Crippled Children's Programs were experiencing slgnlfk.nt Increases 
1n caseload at a time when funding was level. ...case management 
services to clients were reduced. 

o Improved pregnancy outcome program which 1n Michigan was aimed at 
reducing infant mortality and otner problems for pregnant teenagers 
was completely terminated 1n all. four program locations by the 
federal government. 
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o Family Planning. Federal Family Planning expenditures under 
the Title X Program were reduced 1n the Midwest by nearly 
30 percent while other areas of the country were virtually 
unscathed. This resulted 1n over a million dollar funding 
cut to family planning pi jects that reduced services by 
some 21,500 patients. Family Planning staff believe this 
could result In nearly 9,700 unintended pregnancies. 

In January 1983, Michigan elected a new Governor, James Blanchard. From the time 
he took office. Governor Blanchard moved forcefully to get Michigan moving again. 

The first major hurdle to overcome ./as the state's solvency. Governor Blanchard 
together with legislative leadership announced a combined program of budget cuts 
and state employee reductions together with a general state tax Increase. The 
plan passed and It has worked. Today Michigan Is reaping the benefits of a 
balanced budget and has found new confidence on Wall Street as debts Incurred 
1n the early phases of the recession are now being paid at an accelerated rate. 

Governor Blanchard has also generated a constant and steady stream of economic 
development Initiatives .In a massive 20 point economic program which should 
move Michigan to a more diversified econony. These Initiatives include worker 
retraining programs, a high technology consortium between Industry and major 
state universities, export initiative for Michigan farm and Industrial products, 
promotion of recreational and natural resource opportunities and assistance 
for Michigan business to obtain a greater share of federal procurement contracts. 

Today, Mich 1g6r Is on the move and to characterize the Michigan of February 198* 
as"empty smokestacks" and "breadlines of citizens" would be Incorrect. The 
auto InJustry after retooling Us plants and Introducing many. new technologies 
Is showing record breaking profits. This Is a remarkable feat 1n the face of 
the previous three and one-hal f yea** U.S. sales slump. It Is particularly 
impressive when one realizes that the number of units sold has not yet approached 
urevious record highs of the late 1970's. 

Of course, many problems remain. Persistent and double digit unemployment continues 
to place heavy burdens on the public service system. 



Average Unemployment Rates for Selected Michigan Cities, 1983 



Detroit 



18.7 



Pont lac 



26.3 



flint 



21 .8 



3<u)1 naw 



19.4 
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Unmet He eds for Michigan ' s Mother s and Chi ldren 

The Crippled Children's Program 1s one of v> many programs serving mothers * 
and children 1n M1ch1c . During the recent ;'?ars of recession, the number 
served In this program rose from 12,800 in FY 1980 to 14,000 1n hY 1983. 
Program officials also realize that there are many children with unmet needs 
who are unable to be reached at this time. Concern has also surfaced regarding 
the Increased costs of providing expensive medical care and treatment ser»lc?* 
for severe crippling conditions. Medical care cost Inflation exacerbates the 
many problems of tr<? Increasing caselood. 

The Maternal and Child Health Program also Includes the supplemental security 
income/^ sabled children's program. A variety of case management services are 
provided to Individual multiply disabled children. We know from our experience 
over the past few years that such case management services Improve the 
effectiveness *nd*ef f Iclency of medical care and treatment yet the SSI program 
is only serving children from birth to seven years of age while potentially 
time up to 16 years of age are eligible. We are also having difficulty In 
Michigan expanding services from the 35 existing counties to all 83 counties. 

During the past several years, local health departments have also noticed a 
growing need for services that are required for dependent populations such as 
older Americans, mothers and children. In a recent survey conducted by the 
Department of Public Health "oeus'iny on service needs and' family planning, the 
supplemental food program for pregnant and lactatlng women, Infants and children, 
maternity, infant and child health care clinics and the early and periodic 
screening, diagnosis and treatment program found a series of problems. 

There were significant increases in pro^^m demand throughout Michigan and most 
of this Increase seams to have come froii. the "new poor" or persons who have 
assets but no cash due to recent unemployment. Ten of the fourteen local health 
departments surveyed mentioned that they were seeing significant numbers of 
new poor clients. Increased waltlnq times up to three months In some cases were 
also mentioned by local health authorities signaling a potentially dangerous 
problem depending upon the service provided. They were especially worried about 
the lack of ability to provide early prenatal care or to get pregnant women on 
to the WIC program early In the first trimester. 

The Jobs Bill w hich passed the Congress In the Spring of 1963 *ave Michigan a 
badly needed infusion of roughly $11 million In new health care financing. These 
funds were nearly evenly divided between maternal and child health, Wl C supplemental 
foods and the community health centers. These funds were Immediately programmed 
usin.; r^iori tie* of Dregnant women and Infants aimed at reducing high Infant 
death rate-*, statewide. All programs began to operate In the Summer of 1983. 
Bad 1 / needed prenatal, infant care, school health, family plannlny and accident 
prevention programs have been put iniu place. Naturally, local health departments 
Jre e^.T'ne 1/ concerned that these new and important initiatives may be completely 
entailed m September 1 9R4 . Obviously, th" problem continues for Michigan and 
f*;r -nany other .ireas of t^e 'Jnited States. 
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Summary 

How can unemployment Increase Infant mortality? This question was addressed 
by the eminent Michigan researcher, Dr. Marilyn t. Poland In an-intenslve 
review of unemployment, stress and Infant mortality In Detroit. Her paper 
described stress at various levels of government, It also examined stress 
levels within family, to determine the process by which econmlc Instability 
could effect Infant mortality. While firm conclusions are elusive, Dr. Poland 
cited many associated factors which appear persuasive 1n light of other studies. 

Banner of Johns Hopkins University prepared pernios the"class1c paper" on the 
relationship between fetal Infant and maternal morality during periods of 
economic Instability.^ He concluded: 

The results . . . Indicate that significant charges In the trends 
In perinatal, neonatal and post neonatal and mat; nr. I mortality 
occur regularly In the United States as a result ■ f environmental 
change associated with economic fluctuations, -ae evidence Indicates 
that economic recessions and upswings have p.aytd a significant role 
1n fetal, Infant, and maternal mortaMty In the ! ast 45 years. In 
fact, economic Instabll Ity has Probably « *e*.pvrs Ible for the 
Apparent lack of continuity 1n the decline u ^rtality 
rates since 1950. 

Studios by Arden Miller Indicate that health status n the United States is 
closely linked as previously pointed out to socio-economic status? 0 Dr. Miller 
has concluded that perhaps because of "the nation's relatively weak commitment 
to assuring participation of all people 1n essential and appropriate health 
services'' that these socio-economic status vilfferences- cont'nue to underglrd 
differential health status between economic groups. *1 He concludes: 

(Data are now available) . . to lead responsible policy makers 
to the Inescapable conclusion that the health of cMldren, 
pregnant women and poor families Is suffering and In great 
jeopardy. These adverse effects must be attributed to a 
combination of circumstances that Include serious recession, 
increased poverty rates for households with children and 
diminished health benefits ai.u social support services, tn a 
time of loca« or widespread economic reversals* health services . 
need to be expanded .ather than contracted. 
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EFFECTIVE INTERVENTION STRATEGIES 



Infants are profoundly dependent on others for their well-being. Strategies 
for Infants health have been developed over the last several decades 1n 
recognition of the fact that some of the most effective services relate to 
women of reproductive age and their children. The term "maternal 

and Infant heal.h* 1 or "maternal and child health" ha$ come to describe this 
constellation of services. 

Th*c* services have as their basis two important tenets: 

t Improvement of the health of mothers and children leads to better 
health for the entire population. Mothers and children constitute 
a highly strategic group; they are especially vulnerable to hazards 
and attendant problems of reproduction, growth and development, and 
at the same time are the segment of the population which 1s most 
responsive to health care. 

t The health of mothers and children Is closely related to the general 
health of the community and to the social, economic and cultural 
background of the country as a whole. Measures which Improve the 
general public health will benefit mother*, and children. 42 

The greatest growth in health care costs have come from the entitlement 
programs, such as Medicaid. Cost effective programs which emphasize prevention 
and earmark funds to the most needy probably should not be cut since these 
programs have been able to provide services to Increased numbers of persons 
and streamline costs during a period of high Inflation. This 1s particularly 
true in periods of high unemployment and economic distress since the health 
of mothers and children is often the first to suffer. 

Maternal and Child Health Programs are cost effective: 

t A federal GAO report published on Vebrunry 27, 1979, Indicated that 
for each $1 spent on WIC there is a savings of $3 which sould have 
been spent caring for a low ;1rth welqht Infant and for each $150 
million spent on WIC $260 m H1on Is saved 1n federal .expendl turej- 
for Medicaid, Supplemental Security Income and special education. 

t The Center for Disease Control 1n Atlanta showed that children enrolled 
in WIC had considerable Improvement In blood hematocrit values 
(reduction in anemia). An Arizona study recorded an 81 percent 
reduction in anemia, 82 percent reduction in undcrwelqht Infants 
and 64 percent Improvement in children's height. 

t A national study conducted by the Alan Guttmacher Iistltute demonstrated 
a benefit/cost ratio of $1.80 for every federal dollar invested in 
family planning. 45 

t Medicaid children participating in the EPSDT program have achieved 
*nmunf ;<>tion levels of 82 Percent comparison to the state average 
of 68.6 percent for all Michigan children. Every Jollar spent on 
immunisation saves an estimated $8.00 In treatment costs. 
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Medicaid children participating In rescreenlng after two years 
In the EPSDT Program had an 8 percent reduction 1n problems needing 
referrals. One percent of the children participating 1n EPSDT 
screening were referrt6 for diagnosis and treatment of excessive 
blood lead levels. Left untreated* lead poisoning can result In a 
wide spectrum of morbldl ^Including behavioral problems, mental 
retardation and 1n death. 

• Maternity and Infant care projects (MIC) 1n Michigan have contributed 
to a decline In mettmal and Infant mortality. A study completed 1n 
1979 showed that women who had delivered their last pregnancy outside 
the Michigan MIC projects suffered a perinatal mortality rate of 1113 
per 1,000 live births. Delivery within the project reduced this 
r*te 26 per 1,000.* 7 

• Government studies show that for every $1 spent on orenatal care, 
$4 to iO are saved 1n neonatal Intensive care (NICU) and 
re-hospltallzatlon for low blrthwelght Infants during the first 
year of life. 45 

The literature Is extensive on the effectiveness of maternal and child healthy 
programs. Excellent review articles are found 1n several books and reports. 
While this literature 1s much too extensive to review here, the Forward Health 
Plan for 1979 through 1961 published seven years ago by the U.S. Department 
of Health, Education and Welfare, succinctly summarized both the state of the 
art and the need for action by nealth authorities. 

There 1s strong evidence of a positive correlation between the 
receipt of maternal health care services and the reduction of 
infant mortality. There Is further Indication that health 
services play a particularly Important role 1n Infant mortality 
reduction In the neonatal period (0 to 28 days) when three-fourths 
of all Infant deaths occur. The non-medical factors appear to have 
an effect more on the post neonatal period (29 days to one year). 5 0 

The U. S. Government officials also strongly emphasize the need to: 

. . . target resources for the prevention of Infant mortality 
to those areas of greatest need. Areas would be selected based 
on a number of Indices Including rates of Infant mortality and 
low birth weight Infants. Seed money would be awarded to sites 
to facilitate the process of targeting resources on the problem 
of Infant mortal 1 ty . 5 1 

Michigan Department of Public Health In its publication Health Promotion and 
Disease Control : Repor t of the Harrison Conrnittee 1 den 1 1 fled three key 
strategies for the improvement of Infant health. They Includggfamlly planning, 
pregnancy and infant care, and environmental hazard control.* 

Famj[ l^y Planning 

Comprehensive family planning services represent an effective means of dealing 
with the health, social and economic problems associated at least, in part with 
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the occurrence of unwanted and mistimed pregnancies. Services available to 
each family planning client should Include: 

Physical Examination " Pregnancy Testing 

Contraceptive Supplies Sickle Cell Testing 

Venereal Disease Counseling Infertility Studies 

Education and Information Sterilization 
Contraceptive Counseling Nutrition Counseling 

Treatment or referral for Laboratory 
social problems 

Several disease prevention and health promotion measures have been Identified 
In the area of family planning. They are made up of a variety of educational, 
Informational and service delivery activities. 

The Harrison Committee strongly recommended that a family life curriculum be 
Incorporated Into Michigan school programs. Topics such as human sexuality, 
reproduction, contraception, peer pressure, values clarification and decision 
waking should be Introducted. A new Michigan Law P. A. 226 of 1977 offered 
Michigan school systems an opportunity to make such curriculum additions with 
the assistance of a parent-community council. 

A second needed activity Is 1nfom1ng citizens about the availability of 
prescription and non-prescription contraceptives, their effectiveness, 
availability and cost. Assistance 1s also needed for parents wishing to 
have materials available to provide "natural" family planning methods which 
require periodic abstinence. 

Another education effort Is that of upgrading the knowledge of family planning 
clinicians regarding the relative risks ano effectiveness of all family planning 
methods, 



Finally, 1t 1s recommended that fa.T.lly planning services need be Made available 
in all areas of the state. These services should be offered to sexually active 
males as well as females on a voluntary basis. Finally, there should be efforts 
made to Include family planning as a routine part of ths hospital postpartum and 
private physician care for women. If a woman 1s breastfeeding, preference should 
be given to contraceptive methods which do not Interfere with normal lactation. 

P regnancy and Infant Care 

The provision of high quality prenatal, obstetrical and neonatal care, and 
preventive services during the first year of life can reduce a newborn's 
risk of Illness and death. An Important starting point Is the thorough assessment 
of special risk because of family history or current medical problems; 
confirmation of the pregnancy by physical examination and laboratory tests; 
amniocentesis and genetic counseling where Indicated; and counseling on 
nutrition, smoking, alcohol use, exercise and sexual activity. 

Many risks can be detected and Intervention begun to reduce or eliminate 
problems f'or the mother and child. For example, prenatal dlagnorls can lead 
to successful In utero interventions for such conditions as erythroblastosis and 



-29- 



ERJC 



70 



hydrops, galactosemia, methymalcnicacidemla (vitamin B,- responsive), multiple 
carboxylase deficiency {blotln responsive) and congenital hypothyroidism 
(See Appendix A). 

The American College of Obstetricians and Gynecologists recommends a routine 
schedule of prenatal care visits: every 4 weeks until the 28th week of 
gestation; then every 2 weeks until the 36th week; and thereafter every week 
until delivery, while this may assist 1n attending to the physical aspects 
of pregnancy, one should not overlook the social, emotional and education 
needs of the parents or other caregivers, 

access to high risk hospital care H available in Michigan through a program 
of regional perinatal centers Again, good maternal, fetal and neonatal risk 
assessment, communication .w eferral, If necessary, can Improve the outcome 
of pregnancy. Family-center,. ■ eternity care and birthing alternatives In the 
hospital setting, combined with recent technological advance such as electronic 
fetal monitoring of the fetus or total life support for the neonates, enhance 
t- e birth process and outcome. 

Once the infant is bom, screeningfor phenylketonuria (PKU), congenital 
hypothyroidism and galactosemia should be done. Prevention of Rh (rhesus) 
sensitization Is another major advance which bf?gan 1n 1968 with the Introduction 
of Hh immune globulin. The postpartum availability of family planning allows 
the parents to choose the spacing of the next child or to end chlldbearing by 
electing sterilization. 

Health services for newborns In hospitals include: evaluation of the newborn 
immediately after delivery; complete physical examination before discharge; 
prevention measures such as gonococcal eye infection prophylaxis and administra- 
tion of vitamin K; nutrition assessment and Intervention if necessary; bonding 
and attachment activities and arrangement for pediatric care following discharge. 

During the first year of life there should be periodic health assessments, 
initiation of Immunization, counseling and anticipatory guidance, as needed, 
and instruction on the use of community resources for children and families. 

E nvironment! Hazard Control 

As more is learned about congenital anomalies and malignant neoplasms, it 
will not be surprising If more and more environmental pollutants are found 
to af f ect the genetic material of parents. There are many chemicals, drugs 
and preventable diseases which are known offenders. 52 

Two important lessons that can be learned from the nation's history of attempts 
to improve the pubMc health in this area are: 

• It is not necessary to completely understand all the causes of 
a particular type of damage before action is taken to reduce 
its harmful effects. 

• Attempts at amelioration way also have negative consequences. 

It is as important to study the effects of corrective strategies 
Aj it is to study the Mlness or injury itself. 
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The means for reducing environmental hazards for Infants could be summarized 
1n the following ways: 

• Prevent the creation of the hazard 1n the first place 

• clean water supplies 

- do not use flammable materials 1n dwellings and Infant 
Institutions 

• Peduce the amount of hazard brought Into being 

• reduce top speed capability of motor vehicles 

- reduce water temperature to below scalding levels 

- reduce amount of lead being Introduced Into the environment. 

• Prevent the release of the hazard that already exists 

• protect hospitalized Infants from Infections by proper 
Isolation, filter and control procedures 

- Impound nuclear and chemical waste. 



Even the most casual reader will note that the above discussion on effective 
Intervention strategies did not cover regional perinatal care. As was pointed 
out in earlier sections of the report, thlf strategy has probably been responsible 
for the large majority of Infant death reductlor.s during the -1970's. Many health 
writers Including this one believe that we may have exhausted most of the potential 
benefits of applying high technology care to mothers and newborns. There 1s a 
growing consensus that further reductions to Infant mortality 1n the 1980's will 
require much more attention to preventive programs designed especially at reducing 
the Incidence of low birth weight. 

A second reason for not emphasizing the perinatal care option has to do with Its 
cost. While these costs vary substantially from state to state, 1n Michigan we 
are paying approximately $1,000 per day for an infant in a newborn Intensive 
care unit. The sickest Infants may stay 1n these units for three to six months 
however, the average length -of stay Is 17 to 27 days. Typically, when one averages 
the acute and Intermediate care patient cost for neonatal Intensive care, they 
range from $10,000 to $15,000. These costs are 1n sharp contrast with the low 
per patient output for such programs as: 

• Infant screening diagnosis and referral - $40.00 per visit. 

• Family Planning - $75.00 per patient per year. 

• wtC supplemental roods - $30.00 per client per month. 

• Comprehensive prenatal care - $350 per pregnancy. 

In one sense society can "pay now or pay later". We have a choice of paying the 
lower cost of preventive health care, assuring Us widespread availability among 
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all population groups regardless of geography, latitudinal or legal barriers or 
paying higher rates for disease ternary medical care, death or Institutional 
maintenance of severely damaged children. 

Unquestionably the United States, like all nations, has a selfish Interest 1n 
seeing Us society perpetuated. The U.S. 1s entering a critical period 1n Its 
history and nowhere 1s that period and Its paradoxes more evident than 1n 
Michigan. We are entering the Information age and can expect that the United 
States will become an information and service based society. Thus, as today's 
children grow Into adulthood, they will have to perform Increasingly complex 
tasks 1n an age of technological change, This will be necessary 1f we are 
keep our economy competitive with those of other nations. Accordingly, wr vut 
consider each of our children as a valuable national resource. 

Programs such as Maternal and Child Health not only Improve the health and 
enhance the lives of our children Immediately, but also expand their pcfc- >t.ul 
for significant and long term contributions to our national economic / social 
life. A society which neglects Its children certainly runs very gra^ »sks 1n 
terms of Its eventual disorganization anl potential for Internal conflict and 
discord. 

If the United States over a long period of time sees from one-fourth to one-fifth 
of Us children born Into and living 1n poverty, 1t 1s highly unlikely that these 
same citizens can be assured of reappearing as adults with good health, high 
academic proficiency and well prepared to participate 1n the marketplace. It 
may be Instructive for the United States to review the health care policies of 
other Industrialized nations, especially the Western European countries and 
Japan as they apply to children. Many of these countries tend to engage 1n 
long term planning activities by a slmpTe virtue of their long centuries of 
nationhood. The United States 1s a relatively young nation founded on 
fundamentally different social and economic principles and has not always felt 
comfortable 1n engaging 1n long term planning. Perhaps 1f the question were 
reframed l.i terms of "who will pay the nation's social security bill 1n 2020" 
themmtght be Sufficient Merest to address the problem of low birth weight. 
Infant mortality and even the more forbidding prospect of Infant morbidity 
which leads to the Inability of our children to reach their maximum social and 
genetic potential . 

Sufficient evidence going back to the 1920' s and the early studies of the 
Sheppard-Towner Maternity and Infancy Act demonstrate that maternal and child 
health prevention programs are both low cost and effective. This was again 
demonstrated 1n the 1940's by the widely acclaimed and successful emergency 
maternity and Infant care program which assured prenatal care, labor and 
delivery and Infant services to the wives of servicemen. w Unfortunately, 
this program dissolved at the end of the war although 1t had demonstrated 
great reductions 1n Infant mortality primarily due to better prenatal care 
and Infection control procedures In hospital nurseries. Other demonstrations 
were conducted during the 1960's with the Maternity and Infant Care and Children 
and Youth Projects and the literature continues Intothe present. 

Therefore, 1n «.h* judgement of public health officials 1t 1s not scientific 
evidence or scientific procedures which need to be demonstrated. Ample and 
sufficient evidence exists going back Into the 1920's for the preventive health 
approach. What 1s required, 1s a chan9e 1n attitude on the part of policy makers 
at all levels to give priority to children's Issues and to see that such a 
priority 1s warranted in terms of the long term Interest of perpttuatlng the 
American nation state. 

tn conclusion, further study of these Issues 1s not needed. The commitment 
must be found to put known and demonstrably effective solutions Into place 
throughout the United States. 
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THE ROLE OF FEDERAL, STATE AND LOCAL GOVERNMENT 



Health promotion and disease prevention programs for mothers and children have 
been organized principally 1n response to national or federal governmental 
leadership since the creation of the original United States Children's Bureau 
In 1912. During that time period a succession of federal government Initiatives 
have led the way for progress 1n maternal and child health services. 

The major charge given 1n the legislation creating the Children's Bureau 1n 1912 
was: 

To investigate and report on the conditions affecting the health 
and welfare of America's children. 

At that time, governmental officials 1n health and education were apparently 
quite uninterested 1n taking on this new responsibility for children. As a 
result President Taft placed the Children's Bureau 1n the Department of Labor 
as the Labor Secretary Indicated that they were certainly Interested 1n the 
welfare of the children of American laborers. 

Dr. Helen Wallace and Dr. Antonio Ma den a 1n the Second Edition of Maternal and 

Ch 11 d Hea 1 th Practices detal 1 a comprehensive view of the organizations, 

functions and rtsponslbl ity of^ federal, state and local maternal and child 

health governmental agencies. 5 * This 1s an »xcellent review and should be 

read by anyone with a serious Interest 1n detuning the Governmental mission and 

role awng the different levels of government. Dr. Wallace, the Oean of Maternal 

and Child Health professionals 1n the nation, wan an active participant 1n much 

of the legislative history and programmatic, operations of maternal and child health. 

She 1s still active as the Director of the MCH Program at San 01ego State University. 

Federal Government Responslblf 1t1es 

The Federal Government has many Important responsibilities to carry out 1n order 
to assure the health cf the next generation of Americans. These Include the 
establishing of health goals and obtaining a national consensus on these goals, ■-- " 
setting standards of health care, financing, demonstrating new and effective 
interventions, monitoring conditions affecting children and training. 

Setting National Health Goals . It 1s essential that the United States set 
and tne American peor-le achieve a consensus on health goals for children. 
Establishing national health goals has been the driving force behind the many 
White House conferences on children which have been held 1n the United States 
going back Into the early 1900' s. Perhaps the most recent expression of these 
goals occurred during the m1d-l970 l s with the publication of the healthy People 
campaign and the publication of the landmark book by the U. S. Department of 
Health and Human Services entitled, Promoting Health and Preventing Disease :: 
Objectives for the Nation , 5S 

While this publication set health objectives for a*l age groups, 1t concentrated 
especially on preventive health services, health protection activities and health 
promotion. Maternal and child health goals played a principal role because of 
their known and proven preventive aspect. Thus, objectives were set In the area 
of family planning, pregnancy and Infant health, Including Infant mortalltyi low 
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birth weight, prenatal care and similar areas. 

The most important result of goal setting 1s to give professionals and citizens 
alike the opportunity to focus time, energy and attention on achieving these 
goais. This 1s the same principle that was used In the space program when the 
goal was set by President Kennedy of putting a mar on the moon and returning him 
safely prior to the end of the 1960's. In the area of Infant mortality, the 
Surgeon General set the goal of reducing Infant mortality to no more than nine 
deaths per 1 ,000 for the population as a whole and to 5 pot greater than 12 deaths 
per 1,000 for any racial, ethnic or geographic group. Goal setting energizes 
the system and sets the pattern for expenditure of resources. 

Standards of Health Car e. Perhaps one of the most longstanding contributions 
of maternal 'and child health and crippled children services In the United States 
has been the ability to articulate health care standards which are consistent 
with published professional standards and also practical for implementation In the 
community setting, Se:h standards have led to the Improvement of health care for 
all Americans. One example was standard setting activity for crippled children's 
services and emergency maternity and Infancy services during and following World 
War II. These standards were at least In part responsible for infection control 
procedures being established In newborn nursery units through the use of the 
cohort system and the elimination of dual standards of care between the races. 

Financing. The ^resident's Commission recently reported In March 1983 that 
the FeiferiT wvernment by virtue of Its enormous revenue producing power and Its 
ethical responsibilities must assume the ultimate responsibility for seeing that 
health care is available to all when the market* private charity and governmental 
efforts.**, the state and local level are Insufficient to achieve health care 
equity. 6 

Unquestionably the long recession of the last three years found many state and 
local governments unable to cope with the increasing need of the unemployed, 
the working Door, as well as Its old responsibilities to those living below the 
poverty line. 

States such as Michigan which were having serious difficulties In financing all 
•government services were thus especially hard hit when the Federal Government 
began to withdraw financial assistance from a broad range of health and human 
service programs. It is difficult, If not impossible, for the states and 
localities to assume the full burden of responsibility If adequate financing 
does not continue from the Federal Government level. 

In Michigan, more than 90 percent of all HCH expenditures at the State Public Health 
level come from federal sources of financing. Thus, 1f the Federal Government 
withdraws from this responsibility , it Is clear that mothers ai.d children In 
many areas of the United States will be denied access to health care. In fact, 
this has occurred and has been wel 1 documented in many reports issued by the 
Maternal and Child Health Clearinghouse in Iowa. 

Michigan has 1 1 so documented tre problem recently in the area of prenatal care. 
In i i.nmi>reh»»nsi ve survey of recently delivered maternity patients, It was 
<l0tf»rminf»fi rh.it ' iw income women went through their preqnancy without 

m v form <>♦ in.ilrh ■»-.,. mce or Medicaid? 7 At this oolnt. the State of Michigan 
is uriah >e no allocate the necessary funding to fill this entire need. 
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Thus, it 1s essentia! that the Federal Government develop .a partnership with 
states like Michigan who are willing to Invest state general fund dollars on 
an Increasing basis over a three year period. Unfortunately, the new federalism 
did not give any period of time for states to adjust to these conditions and 
ft was Implemented at a time when revenues were being reduced substantially 
by the recession. 

Clearly the Federal Government should utilize Judgment 1n selecting those 
interventions and 1n targeting financing at those areas of the country where 
maximum Impact can be expected from the expenditure of those dollars. Federal 
fund.lng formulas which discriminate against the Midwest and states Hke Michigan 
are most unfortunate when one takes Into account that much of the human and 
health care needs of these populations 1s much worse than 1n other areas of 
the country. Public health authorities everywhere have recognized that there 
are limitations as to the extent that government at all levels will or can 
become Involved 1n financing. Therefore, targeting of existing and scarce 
resources has been a feature of public health programming efforts since the 
1920's. 

Innovation . The Maternal and Child Health Program continues to do an 
excellent job with the federal set-aside program under the MCH Block Grant 
to work on Innovative projects of regional or national significance. These 
innovations should continue and be focused on developing new approaches to 
longstanding problems Including service models of demonstrated effectiveness. 
Care should also be given to assure that there 1s a reasonable balance between 
biomedical and other educational and social strategies of Intervention. There 
should also be some balance across the country 1n funding these projects. 

No where did this become more clearly evident than the threatened cutoff of 
innovation funding for M1ch1qan'$ regional amputee center located 1n Grand 
Raplrls. This project received word 1n June of 1983 that Its annual $247,000 
grant would be discontinued. Similar messages went out to centers 1n New York 
and Los Anqeles. The amputee centers provide medical assistance, artificial 
limbs and training for children who have multiple handicaps. Indeed, this 1s 
an expensive proposlt'or. for growing youngsters and one far beyond the 
financial reach of most Americans. 

The Grand Rapids Center has aided about 1700 children, a third of whom have 
been from other states 1n the Midwest area. When the cutoff was threatened, 
only massive Intervention primarily from the press and protesting Congressmen 
restored funding to this essential service. 

1 !\* Pr. an d RaP l .ds Press subsequently ran an Editorial on August 11, 1983 in which 
they askecf tnTTol lowing question: 

how does a government become so heartless that 1t arbitrarily 
decides to eliminate fundlnq for a child amputee center? Ti.* 
answer apparently rests with a federal administration whose real for 
budget cuttirq at times sweeps away compassion, common sense and 

proportion. 

whil.i thp siriMtinn wilh the Child Amputee Center merited national attention, 
ofhr»r ;»mh l»»ms .ee«»m.iN do not receive this type of focus, tow birth weight 
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is such a problem and Is heartening to look at the number of projects that have 
been funded by the federal set-aside to obtain further understanding about the 
problem of low birth weight and Its remedies. 

Federal set-aside funding has also been used over the years to promote Infant 
health and improve pregnancy outcome for U. 5. mothers. These activities should 
continue and careful attention should be paid to balancing tte depth of the need 
1n various parts of the country and targeting essential resources to meet those 
needs. This will require significant expenditures particularly If the problem of 
high Infant mortality 1s to be addressed 1n key states and localities throughout 
the nation. 

Mon itoring. The tradition of "Investigate and report' 1 continues among 
maternal and child hearth professionals. In a democratic society 1t 1s one 
of the most potent tools available for focusing Interest and attention on the 
health Problems of mothers and children. 

Or. Martha May Eliot, one of the pioneers of maternal and child health, was an 
expert at Investigations and reports. She also made certain that these reports 
were given directly to the President and the relevant committees of tteCongress. 
An incident Is described by Dr. Jessie M. Blerman about her Initiation to 
'•Investigate and report". 

My Introduction to Martha El lot came early 1n my career 1n 
public health- It was 1n the Summer of 1936, shortly after 
I had Joined the staff of the Montana State Board of Health 
as the Maternal and Child Health Director. The effects of the 
depression were still being felt, multiplied by eastern 
Montana 4 * eighth year of drought. There were no crops, cattle 
were dying for lack of feed, and the temperature soared 1n the 
hundreds. A telephone call soon came from Washington. It was 
Or. El lot of the Children's Bureau asking how the children were 
fairing in the eastern counties. She Informed me that Dr. Doris 
Murray of the Children's Bureau staff would arrive the following 
week to help me do a survey. 58 

Maternal and child health professionals* according to Dr. Blerman, must be 
continually sensitive and aware of the effects of social and economic 
deprivation on families and children. These same officials especially % 
at the Federal Government level must have a capacity and a drive for 
decisive action. 

Thus, the monitoring responsibility Includes not only following the forces of 
social economic change as they occur In America, but also determining how the 
states and localities are performing In meeting their responsibilities. 

Training . The Federal Government must assure that a contlr i<ng number of 
well trained maternal and child health specialists exist and can become 
employed in critically needed programs at the state and local level of government. 
These traininq program responsibilities can be fulfilled by supporting graduate 
pmgrams in maternal and child health but also by training those who are currently 
at work in the field. 
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Training activities must be conducted 1n order to assure that the latest Information 
and technology becomes available "where the rubber hits the road". This can be 
accomplished through newsletters and printed materials to be sure. However, most 
of the social change literature points to the fact that conferences, workshops and 
more Importantly action consultation are what puts training across Into the 
hands of those who can make use of this knowledge. 

State Gove rnment R espor sl oll 1 ties 

Given that the Federal Govfrnment 1s carrying out Its responsibilities, the state 
public health authorities also have important responsibilities which differentiate 
them from the other levels of government and other types of agencies Including 
volunteer and charitable groups 1n health cartprovlder organizations. State 
government 1s different for at least four reasons: statewide perspective, population 
responsibility* access to resources and the prevention focus. 

Statewide Perspective . Public health problems which may be rare In any 
particular community, 1 ike the woman who delivers with little or no prenatal care 
or an Infant born with a serious congenital defect, may upon statewide Inspection 
of all such everts be shown to be serious enough to justify Intervention. Often 
state government must collate Information over the period of several years and 
across all communities In order to form an accurate scientific picture. Highly 
trained personnel such as the medical epidemiologist and b1ostatist1dan are 
available at the state level In coritrart to many local units of government which 
simply do not have the need or the resources to support this level of expertise. 

Population Responsibility . Too often the states focus their total energy only 
on those programs for which they receive federal or state categorical funding. 
The focus then gets placed only on the clients that are directly served In' 
these programs. While 1t 1< easy to say, "let ths private or charitable sector 
take care of everybody else" or "staffing Is short this year - we just can't 
afford to dlluve our efforts" 1t remains the job of state health authorities 
to assure access to quality health services for all members of th. 1 population. 
This principle 1s easily driven home when a state health care crisis occurs. 
When the full weight of angry citizens, legislators and a questioning news media 
appears to discuss a health care crisis. It Is clear that state health authorities 
must take responsibility for population health concerns 1n their jurisdiction. 

!n the State of Michigan there 1s great concern over thsmany toxic chemical 
waste dumps. These are serious health concerns which are oelng addressed by 
several departments within state government. There Is a particular concern 
among women 1n the reproductive age group. The State Health Department must be 
prepared to answer questions regarding tho level of stillbirths or the type of 
congenital defects wh*ch may or may not be occurring. Whether state health 
officials are willing to take responsibility or not surely 1n the eyes of the 
public state health officials cannot evade their population responsibility. 

Access to Resources. The state health departments have significant 
financial and professional resources at thOlr disposal. They also, 1f well run, 
nave significant credibility 1n the eyes of lay and professional groups alike. 
This can mean that the state health department can access the resources of outside 
jroups and bring their expertise and resources to bear on Important public health 
problems. This is particularly true of diverse groups of influential policy maketS 
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health professionals and consumers are Involved as full participants 1n a 
oK-nnlnq process. The "task force' approach to addressing maternal a/id 
chi Ki health ar.d crippled children's problems can add extraordinary talent, 
talent far beyond the ability of the state health department to directly employ, 
to bear on Important public health problems. The credible health department 
can also present Its problems ar.d needs to foundations and other groups with 
venture capital. Rarely will these funds flow directly into the state health 
department. Instead, with the state health department acting as a catalyst, 
such funds will go where they are needed most, usually to direct services to 
r.hs affected population, training of care given or even to demonstrations of 
new and potentially Important changes to the existing service structure* 

'■ihat are the elements tlvltles which nay make up the state mission or rnlo 

in carrying out a parttcu.ar strategy? Among the most Important are: 

P lannln* Financing 
Promotinq Consulting 
Educating Training 
Coordinating Monitoring 
Sjrvall lance Evaluating 
Developing prograir Researching and Innovating 

Assurinn access to quality Prov1s1ng service 

sorvtces 

Hany o # ctese functions are Interrelated, but there 1s uften a responsibility 
at the state ai>wy to initiate the process or action. The state 1s le<s often 
involved in the direct provision of services when contrasted with th<5 local 
heiltt- department system. It Is therefore of great Importanca that plans and 
progr ms are Jointly planned and coordinated within the state-local public 
nealM system oe'ore health programs are carried out by community hospitals 
and .\ jenci*s. 

Prevent ion Focu s . State public health agencies bring * coiuir -nent 

-,o prevention to the sMt* health care scene. They believe thai go'.d health 1s 
more than the absence of disease and that It Involves the malntenanv.* of good 
health through a variety of Important strategies. 

Traditional public health workers are experts at casef1nU1ng, risk assessment, 
*ta«th behavior and Hfesty-.e chants. These efforts dovetail nicely with other 
providers of health care in the state where direct providers such as physician* 
ard hospitals are caving primary, secondary and terltary treatment, the state 
public health department can plan, promo nd coordinate direct care providers 
with publicly provided preventive heal; care services. 

Find! 1 /* the state health department can K * Instrumental in defining barriers 
to :are in the state, allocating resources, examining alternatives, setting 
orion ties an<j developing work plans. They .**re 1n an Ideal position to work 
Doth feueral and local levels of government 1n making decisions on the 
t/re ^>e<*U K care Intervention* and strategies which ""ttt^ht be most effective 
-n \ :,artirular situation. Among these strategies are:*' 

• '^'le'.eo direct funded ser/ 4 ce uroqrams 

• J e n^i-^e-j health ..a-e, e.g. perinatal intensive care 
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• Research and development 
i Community organization 

• Law rule or regulation 

• Coalition building 

• Investigations and reports 
local Government Responsibiliti es 

The 'ocal government Is the 0D€r*tl0nal arm of the health department and not "ily 
delivers services at the loral level but also Integrates those services 1n„o the 
health and social service of the community. Local health departments are Ideally 
suited to conduct such operations sucn as caseflndlng, primary, secondary and 
terltary preventive health care services ♦ case management, referral and followup. 

Local f^ealth departir-jnts are extremely Interested 1n seeing that fuJeral and 
state financing activities are better coordinate. 

While the maternal and child health block gran* Program gives the appearance 
of consolidating r.hc*ef>y making many related prOjrams easier to administer on 
the local level, this In fact did not occur. fK . s 1s primarily due U, the history 
of maternal and child health throughout the country In whicn targeting strategies 
did not assure the broad distribution of funding thrC hout all states and 
local itles. 

Local governments*have become upset not only by the lack of financing given to 
them particularly when need goes up during recesslc iry times but also the 
apparent lack of coordination between the multiple federal and state funded 
categorical programs. Kor example, the maternal and child health block grant 
while consolidating six activities had no Impac: upon Title X Family Planning, 
Eat!.* and'Perlodic Screening 01ag t ios1s and Treatment (EPSDT) and the WIC 
Supplemental Nutrition Program. Local Health Departments 1n Michigan are 
against t rogram consolidations whose only purpose Is to reduce *und1nq. They 
do, however. wish that these oroarams could be redesigned 1n such ^ way as to hn 
reduce quldellne conflicts, rennrtlnq brands and unpredictable funding cyclo". 

Very often disparities exist 1n eligibility guldeMnes set for the various programs 
and thus families cannot be treated as a unit nor can th>> Individual receive 
consistent service for various parts of his or her anatomy. For example, v M e 
a woman may be olven free nutrition supplements, she may not qualify f or tree 
family planning services and her child may not be eligible for EPSDT scree n -ng 
services. In addition, reporting demands a.*e built In by each level ot 
government, often without negotiation, **esult.1nn in a maintenance of multiple 
data sets at the local level wh<ch can report back up the Mne within each 
categorical federa 1 program. In addition to the reporting volume, much unnecessary 
information Is often requested and forms are often inefficiently designed for 
local use Perhaps mo-t unfortunate of all Is the realization at most, levels o* 
■jovernmenr. r.hat the information badly needed to evaluate the Impact of a ^1ven 
program is not being collected. Despite the large amounts of data gatheied, the 
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necessary evaluative information is often unavailable. 

Since local programs are dependent upon often unpredictable federal and state 
sources of funds for the continuation of their projects, they are at the nercy of 
funding cuts and free/es at these levels. These fluctuations can prove 
•levastating >n local program operation. Long range proqram planning is hindered 
by funding uncertainty. In addition, categorical programs often have different 
fiscal years and local boards of health are often called upon to use local funds 
to smooth out funding cycles or to cover unanticipated federal or state cuts. 
This arouses great resentment among boards of commissioners and makes 1t much 
harder to introduce new and badly needed health services. Long range financial 
planning is needed In order to provide stability to local program operations. 



Federil, state and local government responsibilities in the area of maternal and 
child health have beer briefly outlined. In qeneral, each set of responsibil 1tlr?& 
links up with the differing 'jrspectlves which accrue to each level of government. 
Most importantly financing responsiM 1 Uies.whi 1* spread through all levels of 
government* have generally been the greatest at the federa\ level followed by 
the state and "local levels of government. In large measure, this reflects the 
taxing ability of each level of government. 

It. is particularly important for each level of government to meet its responsibilities 
and *.o communicate the c.ner leve^ what its intentions are along with regular 
rpports of progress. Where uncertainty exists or where any one level of government 
fails to meet it* responsibilities, one does not have to go far to find the victims. 
?hf»y are reflected In adverse nealth status statistics such as lack of prenatal care, 
incidence of low birth weight and infant mortality. 

The Detroit Infant Health Promotion Coalition has developed a Outreach and education 
camoai jn to its population. This campaign centers around making prenatal care 
available and accessible to all residents of Detroit. The them* of the campaign 
is "A Healthy Baby Begins With vou". In a sense, this motto should be instructive 
to federal, state and local governments. A healthy baby depends on each level 
of lovprnment performing i*s respons i bi 1 i t Us . It 1s » therefore, important fcr 
each level of government to monitor performance among the other- levels. While this 
mav at rimes ceatp tension and conflict, resolution of these problems will 
■"ert-imly benefit the health care status of America's mothers and children. 
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RECOMMENDATIONS 



Four key recommendations emerge from the foregoing analysis. While each of 
the Recommendations are 1n and of themselves Important to carry out, they 
do form a package, which If taken together could make a substantial contribu- 
tion toward reducing poor performance of the United States on the crucial 
health status Indicator of Infant mortality. 

Infant mortality, while a tragic problem for the families who lose a baby, 
1s of essential importance to the country as a whole. The United States must 
consider each of Its children as a valuable national resource. Unless we promptly 
and forthrlghtly address these concerns, our nadon will be unable to 
produce a generation of young people who, as Dr. Martha Hay El lot has said, 

. . . are fully mature and healthy In body and mind, who are 
emotionally secure and able to give more than 1s asked for, 
to face success and frustration with equanimity, to be self 
reliant, to cooperate with their fellows, to take their place 
In a democratic society as thoughtful, responsible citizens 
concerned with the common good . . .&» 

Tne Pr?. 01 *" 1 J?/ hi^h Infant mortality must be Immediately addressed by federal , 
s ta te "a ndHocaT governm e nts and, special emphasis must be~g1_ven to closing the 
3 J P betw een wKTte and black Infant death ratesT 

Hlqh infant mortality rates among subpopulatlons 1m our country especially 
minority black populations, are unacceptable In an enlightened and humanitarian 
society. The current gap between white and black Infant dCuln rates, which 
appears to be widening. Is a potentially serious divisive force within our 
society. 

Black infant death rates now approach three times that of white Infants in 
Detroit, Michigar.. These r,:tes are among the highest of the nation although 
only fractions if a point separate many of our great urban centers. 

Other subpopulatlons also hcve high Infant death ratas and they Include teenage 
mothers or children who are bearing children. In Michigan, 18 percent of our 
neonatal deaths and 15 percent of our post neonatal deaths arc to teenage 
mothers under the age of 20 although they contribute only 14 percent of all 
live births. Other subpopulatlons such as those who receive fewer than 
ft- 3 prenatal visits, experience 25 percent of all neonatal deaths and 
15 percent of all post neonatal deaths even though they contribute only 
4 percent of all the live births 1r Michigan. 

Mater n al and child preventive health services are both low cost and 
de npn st ra wy" ele ctive and" should b eTmmedlately expanded to reduce jow 
birt h wiTght, a conb^VlorTwrilch Is associated wTth two-thirds of all Infan t 
3Tatn>. These ser vices I nclude fam ily pl annin g, prenatal ca r e, supplem ental 
nutrition, substance abuse, outr each and educ ation . 

whU»» inf.int morulity is a large and vexing problem for many areas of the 
Unitp-J r .td*f>s, it is also happily one in which the solutions have bean well 
known since the 1020' s. 
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It Is not necessary tc£ conduct further research or major studies to determine 
the re-nedles for the Infant mortality problem. The scientific literature 
is abundant and need only to be applied. 

In a time when the United States at the federal, state and local level is 
experiencing great difficulty In raising adequate revenue to meet human 
service needs, It Is Indeed fortunate that the solutions for Infant mortality 
are low cost. 

The following specific financing recommendations are detailed below. 

• Title X Family Planning Program should be restored to the Si 60 million 
nationwide level with Inflation Increments for the years 1982 and 1983. 

• Maternal and Child Health Block Grant should be restored to a $433 million 
level In the current fiscal year and established at the $800 million level 
for FY 1985. 

• The Medicaid enhancement package, formerly known as CHAP, should be 
immediately adopted so that critically needed maternity, Infant and 
child care services could be provided through the federal/state Medicaid 
Program. 

• New programs to provide prenatal, labo*" and delivery and Infant care 
programs should be developed and targeted to states and localities 
experiencing high rates of Inadequate prenatal care, low weight 1 Ive 
births and Infant mortality. rates. The Michigan model Is offered 

as a demonstration which could be conducted over a three year period 
using both federal and state financing. 62 

• Maternal and child nutrition programs such as WIC Supplemental Foods 
should l>e expanded to meet 7S percent of the estimated level o+* need 
1n the United States during fiscal 1984-85. 

A ut ornated 'sentinel " vital and health statistical systems should be establls ho d 
J" "key lo cations across th? United States t o p r o v 1 de a n e a r 1 y wa rn 1 n sy s t em /« j 
In fant m ortality fluctuations . 

Or. Barbara Starfleld, Johns Hopkins University and Or. Ronald Williams of the 
University of California at Santa Barbara have proposed that sentinel reporting 
systems be established to provide crucial Information to public policy makers 
and government officials on key health status Indicators, one of which 1s 
Infant mortality. 

At the present time, U.S statistical systems are Inadequate to meet our needs 
for health care Information. The Natlona 1 Center for Health Statistics continues 
to report provis >ral infant mortality rates going back to 1981. As has been 
demonstrated by this report, the situation Is fluid with regard to Infant 
mortality and there are a qreat many problems, trends and analyses which need 
to to* conducted for the 1981-83 period. This 1s virtually Impossible when using 
provisional Information as there Is constant under reporting for the state and 
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local level of Infant mortality, for example, as late as November 1983, the 
National Center for Health Statistics was reporting provisional Infant 
mortality rates for Michigan for the year* 1981 and 1982 which under reported 
infant deaths by 130, This under reporting also led to a "provisional" 
lowering of the Michigan Infant mortality rates, making It appear that 
the problem Is less serious than it has actually turned out to be. 

Without such systems, and a federal government commitment to build Such systems, 
it Is unlikely that key health Indicators will be tracked closely enough to 
Protect the health of America's mothers and chlldron. 

A new unit for child ren, youth and families should be established at a high 
level wTthln t h e federal gov ernment^ This uni t must, among o the r Important 
functTons,, Investigate and report" on the conditions which affect the heal th 
and j^lfa_r e~of America's mothers and children . 

The United States Is Presently me of the few Industrialized nations of the 
world which does not have a high level policy unit within the government whose 
primary responsibility Is to protect chl ldren, youth and families. 

With the dissolution of the productive Children's Bureau in the late 1960's, 
the United States lost crucial policy direction for protecting women and 

children. 

l«i sting programs now operated by various branches of government should be 
coordinated or realigned and many of them possibly folded Into the new 
administrative unit. There must also be strong prog/am authority n*ndat1ng 
coordination with other programs addressing the needs of women and children 
includinq supplemental foods, Early Periodic Diagnosis and Treatment and 
Headstart. 

This unit should be responsible for carrylnq out the essential elements of 

a comprehensive maternal and child health program In the UnKed States Including 

t Studies aimed at Identification and sc tlon of problems affecting 
the well-being of 'mothers and children 

• Organization of maternity services Including adequate prenatal, 
perinatal and postnatal care. 

• Continuing he*. ..t supervision services for all children from birth 
through childhood and adolescence. 

• Organized programs of health education for parents, children of 
school age and the ger.eral puollc. 

• Establishment of standards for health personnel serving mothers and 
children and for facilities providing for their health care 

• Systematic manpower devefopment and training activities 

• Continuing assessment of the efficiency «nd effectiveness of 
health service delivery for mothers ard children. 

• Support of research and development activities, the results of 
which could be ustd as a basis for further program planning 
a.vl development .6 
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EPILOGUE 



In the last analysis, a child 1s the one who 
will continue what 'you have begun, who will 
sit right where you are sitting and witness 
the things you consider very Important when 
you have gone: you may take all the measures 
you like but the manner '1n which they are 
carried out will depend upon the child. 



Even though you may .sign alliances and treaties, 
it 1s the child who .-will execute them. Children 
will take your seats 1n the Assembly and assume 
control of churches, schools, universities, cojundls 
corporations, cities, states and nations. 



All your work will soon be praised or condoned 
by children. The future of our country will be 
1n their hands* Therefore, I and other public 
health scientists believe 1t wcjld not be a bad 
Idea to pay some attention to children ... now. 



Unknown Panamanian Author 
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Appendix A 



CONDITIONS EXPOSED BY PRENATAL CARE 



Prepared by: Lee B. Stevenson, M.D., F.A.C.O.G, F.A.C.S. 

OB/GYN Consultant to Division of Maternal & Child Health 
Michigan Department of Public Health 



Quality prenatal care produces three types of benefits: direct, 
indirect and Implied. Each has an Impact on the quality of the 
product of the pregnancy that 1s so vital to this discussion. 

Direct benefits occur and accrue through the contact with an'lnformed 
medical team meeting or exceeding the guidelines for prenatal care 
recomitended by the American College of Obstetricians and Gynecologists. 
t^These include but are not limited to: 1) beginning prenatal care as 
early as possible In the first trimester of pregnancy. This requires 
extra medical education of the Importance of the delayed or missing 
menstrual period and the suspicion aroused by early subjective signs 
of pregnancy In addition to missed menses, such as breast engoraement 
or sensitivity, changes In patterns of urination and fatigue; 2) early 
discussion of the prenatal care plans - by whom, what, where, when 
and how; 3) the thorough Initial evaluation by complete medical health 
pregnancy, family and psyqhosodal history; the complete physical 
examination and laboratory studies and <he assessment of risk. This 
risk assessment should be updated, utilizing special studies when 
indicated, regularly to plan for transfer to a Level II or III facility 
when Ganges In status occur; 4) visits' to the doctor for a "hands-on" 
evalua. vn including weight, blood pressure, urinalysis forsugar and 
protein, measurement of fu.ndal height, observing fetal heart tones and 
fetal movement should occur every 4 weeks for the first 28 weeks, 
every 2 weeks thereafter to 36 weeks, and once a week thereafter until 
delivery; 5) hospital evaluation of the patient Includes adherence to 
protocols and routines for evaluation on admission. The prenatal record 
or a copy of 1t should be available at the hospital and may be consulted 
along with the current history or examination. All action must be 
*ocused on duration of pregnancy, presence of bleeding, premature rupture 
of the membranes, blood pressure elevations and other signs of toxemia 
of pregnancy and timing of last food intake. Labor monitoring for the 
mother 1s routine and electronic monltipr'.ng of the fetus can be Important 
in the pregnancies assessed at higher INsk. Some recommend monitoring 
of every unborn during labor. 

Attention to details and appropriate management is crucial to accomplish 
the steps and procedures Involved 1n good quality obstetric care and a 
successful outcome of each pregnancy mon1tor<ng the life and health of 
the mother and assuring the healthy life of the newborn. 
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A fringe benefit of significance is the discovery of an unknown or 
unsuspected medical problem. I* has been said that obstetricians 
discover or detect more diabetes than any other specialty group. 

The Indirect benefits Include Improved health and nutrition education 
and experience. The danger of alcohol, tobacco and other addicting 
drugs are discussed. The history of ustt of potentially teratogenic 
drugs Is explored. Psychosocial 'ervlces establish a contact which 
may be helpful beyond contraceptive education for spacing as well as 
planning a family. 

The ImgMed benefits are the accomplishment of ojr objectives * a 
healthier mother and therefore a healthier infant. This Includes 
decreased prematurity or low birth weight Infants. 

Co ndi t ions Oetected By Prenatal Ca re 

» 

Hypertension, toxemia 
•Anemia - see li>t for many kinds 
Rh negative - ♦ sensitization 
Syphilis - with serology 
Rubella - with tltres 
Gonorrhea - with cultures 
Cervical cancer - with Pap smear 
Sickle eel 1 diseases t 
Obesity J 

Diabetes mellltus - detected wl ;n urinalysis or history, confirmed 

with appropriate blood tests 
Virus diseases detected wl th virus screen 
Heart diseases i 
Lung diseases - tuberculosis with Tine test 
Cancer by thorough history and physical exar.l nation 
UrirWry tract Infection (asymptomatic bacterurla) 
Vaginitis (that can predlsoose to premature rapture of membranes) 
Abnormalities of placenta - location, growth and size with ultrasound 
Fetal death In utero - no movement, no fetal heart tones, ultrasound, 

x-ray, decreased measured fundal height 
Thrombophlebitis 

Incompetent cervix - requiring suture of cervix at appropriate time 

to prevent premature labor or abortion 
Infections - acute and chronic 

Ultrasound can detect fetal anomalies, Inadequate amniotic fluid too 
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Fetal Infections (TORCH) - Congenital 1n Infant 
Tt* Toxoplasma Gondii 



0 ■ (Others) 



Treponemla pallidum 



Type B serum hepatitis virus 
Hepatitis B, Hepatitis C 
Listeria monocytogenes 
Hemophilus Influenzae 
Group B Beta-hemolyt1c strep 
Mumps virus 



C = Cytomegelovlrus 

H * Herpes simplex virus, types I & II 

Maternal Conditions Complicating Pregnancy 

S.T.O. - Gonorrhea, penicillin resistant gonorrhea 

Urinary tract Infection (asymptomatic bacterurla) Rx bolus, 10 day 

course, prophylactic during pregnancy 
Intrauterine Jevices - should be removed 
Tuberculosis Ox - T1ne test Rx chemical 
Malaria very rare 

Mycoplasma Hom1n1s and T strains Rx postpartum with tetracycline 
Cardiac disease 
Thrombophlebitis 
Pulmonary embolism 

Upper respiratory Infections, bronchitis and pneumonia 
Asthma 

Liver diseases -Cholecystollc jaundice of pregnancy; acute fatty 

liver; acute pancreatitis 
Ulcerative colitis 
Regional enteritis 
Subarachnoid hemorrhage + aneurysm 
Seizure disorders 
Diabetes melHtus 

Hyperthyroidism (or hypothyroidism) 

Hypoadrenal 1sm (Addison's disease) 

Pheochromocytomas (these cause hypertension) 

Anemias - Iron deficiency anemia; thalassemia; hemolytic anemias 

(sickle cell trait (A/S); sickle cell anemia (S/S); slcki eel 1 

hemoglobin C disease (S/C); sickle cell thalassemia (S/TH); 

hemoglobin C disease (C/C)); folic add deficiency; leukemia 
Oermatologlc disease - herpes gestatlonls; papular demoHtls of 

pregnancy; prurego of prpanancy; Impetigo herpetiformis; 

pigmented nev1 ; malignant melanomas; alopecia; pemphigus; 

erythema multiforme gestations; condyloma accumlnata; acne; 

psoriasis 
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Reral disease - acute glomerulonephritis; chronic glomerulonephritis; 
ntph-itls of systemic lumpus erythematous; chronic undifferentiated 
renal "Msease; acute renal failure; postpartum renal failure; 
chronla Interstitial nephritis 

Collagen diseases - lupus erythematosa; scleroderma; marfan's 
syndrome; periarteritis nodosa 

Physical /chemical conditions - radiation; work-related hazard, I.e. 
anesthesias; teratogenetlc agents; carcinogenic agents; drugs 
that cause fetal demise I.e. dlcumarol, ergot, head; drugs 
that alter birth weight I.e. cigarette smoking, prolonged 
steroid Rx for asthma or arthritis; drugs that Interfere with 
Immediate adaptation to utrauterine life 1.e« narcotics, 
barbiturates, reserplne, hexamethonlum, magnesium sulfate, 
electrolytes, phenothlazlnes, diazepam; drugs that Interfere 
with prolonged behavior adaptation I.e. alcohol, analgesics and 
anesthesias; drugs that affect metabo'ilc pathways; drugs that 
alter vital functions needed for survival, etc. 
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Mr. Dingell. Mr. Taylor, the committee thanks ydU for a most 
helpful statement. In view of time constraints that exist and the 
presence of witnesses from and on behaif of the administration the 
Chair is going to do something that I do not like to do. It is rather 
unusual, but would it be of objection to you to defer questioning 
until we have heard from the other witnesses? 

Mr. Taylor. Nu, sir. 

Mr. Dingell. With that, we excuse you briefly. I apologize for 
this procedure, but we will bring you back and hope this does not 
overly inconvenience you. 

The Chair announces that our next witnesses will be a panel of 
witnesses on behalf of the administration, Dr. Edward N. Brandt, 
Jr., Assistant Secretary for the Department of Health and Human 
Services; Dr. Carolyne Davis, Administrator, Health Care Finance 
Administration, and other officers of the agency. 

Ladies and gentlemen, we thank you for being present with us. 
The Chair will inquire— the Chair will make a preliminary state- 
ment. 

First, ladies and gentlemen, it is the practice of the Committee 
on Oversight that all witnesses at investigatory proceedings are re- 
quired to testify under oath. 

Do you ha\e objection to testifying under oath at this time? 

[A chorus of noes.] 

Mr. Dingell. The Chair is compelled to ask under the rules, do 
either of you desire to have counsel press nt for purposes of advis- 
ing you with regard to your rights on the rules of the House or the 
limitations on the powers of the committee? 

[A chorus of noes.] 

Mr. Dingell. The Chair will observe that copies of the rules of 
the House, of the committee and of the subcommittee are there in 
the red and the yeliow booklets for you, in conformity with the 
House rules, to apprize you of your rights and * e limitations on 
the powers of the committee. 

Would you then please rise and raise your right hand? 

[Witnesses sworn.] 

Mr. Dingell. You may each consider yourself to be under oath. 
Dr. Brandt, if you will identify yourself for purposes of the record, 
we will receive your testimony. 

TESTIMONY OF KDVVARi) N. BRANDT, JR., ASSISTANT SECRETARY 
FOR HEALTH, DEPARTMENT OF HEALTH AND HUMAN SERV- 
ICES; ACCOMPANIED BY CAROLYNE K. ftAVIS, ADMINISTRA- 
TOR, HEALTH ( ARE FINANCING ADMINISTRATION 

Mr. Brandt. I am Dr. Edward N. Brandt, Jr., the Assistant Sec- 
retary for Health, Department of Health and Human Services. I 
am here with Dr. Davis, Administrator of the Health Care Financ- 
ing Administration, to discuss an iss ie of great concern to our 
Nation: Infant mortality. 

As a nation, we can be proud of our achievements in improving 
maternal and infant health. For example, the provisional infant 
mortality rate for 198.** was 10.9, the lowest rate in history. Babies 
born at the present time will live healthier and longer lives than 
ever before. Yet just over 1 percent will not survive their first year. 
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At the same time, there remain disturbing geographical variations 
and disparities between subpopulations in our Nation. We are con- 
cerned about these disparities as are the States, localities, profes- 
sional groups and others. 

Infant mortality rates [IMR] in this country have been declining 
at a rapid pace since the"late 1960's as shown on this chart. As I 
mentioned, the provisional rate of 10.9 infant deaths per 1,000 live 
births in 1983 is the lowest rate thus far recorded for our country. 

The IMR among black infants, however, remains almost twice 
that of white infants. In 1981, the latest year for which race-specif- 
ic data are available, the national IMR was 11.9 per 1,000 live 
births, while the IMR was 10.5 for white infants and 20 for black 
infants. The continuing high black IMR is indeed a major concern. 
This problem, however, is not of recent origin. It has been with us 
for many decades, as that chart clearly shows. 

AH this is said to make clear that interpretinjg infant mortality 
data must be done thoughtfully, carefully and objectively. Reducing 
infant mortality is a complex task with no simple and quick solu- 
tion. 

Low birth weight [LBW], less than 2,500 grams, is the most im- 
portant risk factor associated with infant mortality. Compared to 
the decline in infant mortality, the incidence of LBW has declined 
relatively slowly during the 1970*8 as shown by the* chart. Since the 
progress toward reducing LBW has been less than desired, we are 
continu'ng to seek new understanding regarding this problem. 

As a result of our efforts, we have come to understand that the 
prevention of LBW is complex. No single factor accounts for all of 
the variation in birth weight and, hence, no single intervention 
will be effective. In fact, the combination of many variables such as 
demographic characteristics of the mother, medical and obstetric 
history, physical stature of mother, smoking and alcohol use, nutri- 
4 \on, as well as gestational age, explain only a portion of the birth 
weight variation. 

Better understanding of the biomedical and social factors related 
to LBW are essential to the development of effective intervention 
strategies. 

Here again, blacks continue to be twice as likely as whites to de- 
liver a low birth weight infant. There have been many studies of 
the black-white differential in pregnancy outcome over the past 
several decades. I have included some of the reasons citeu for poor 
outcome among blacks in the testimony. 

It is important, however, to recognize that even when several fac- 
tors are controlled simultaneously, black women continue to be 
twice as likely as white women to have low birth weight infants. 
Based on an analysis of 1981 birth certificate data, Ihe rate of low 
birth weight infants among college-educated, married women, age 
25 to 29 having their second child who began prenatal care in the 
first trimester was estimated to be 2.3 for whites and 5.6 for blacks. 

The fact that mature, married, college-educated black women 
who received prenatal care are still twice as likely as their white 
counterparts to deliver a low birth weight infant indicates that the 
black-white disparity represents much more than a simple pho 
nomenon. Therefore, single focused approaches may not realize thv 
significant reduction in the black-white gap we all hope to achieve. 
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Reducing infant mortality is a national problem that requires 
the efforts of' all members of our society for solution. The individ- 
ual woman Should assume responsibility to seek proper medical 
care and comply with medical advice; the local commun^ should 
provide support systems; the health care professional A uuld pro- 
vide appropriate scientifically based advice and care; the State au- 
thorities should define areas of need and plan to meet those needs 
supported by such programs as the health block grants and State 
and local funds. 

In this light, some comments on the relative effectiveness of vari- i 
ous interventions to improve pregnancy outcome and infant health 
become important. I believe quality prenatal care is an important 
intervention opportunity. There is little question as to the value of 
prenatal care in improving the health of the pregnant woman and 
preventing or reducing the complications of pregnancy and labor 
such as eclampsia. 

It has been asserted tha f more prenatal care for high-risk women 
will also reduce LBW. However, the task of determining the effec- 
tiveness of prenatal care for improving fetal health and reducing 
low birthweight has been difficult. In fact, the Institute of Medicine 
hafe formed a committee, with whom we are working closely, to in- 
vestigate the whole area of prevention of low birthweight. 

The 10 years between 1970 and 1980 showed steady progress 
toward narrowing the black-white gap in receipt of early prenatal 
care and a significant trend toward achieving high rates of women 
receiving early care. 

Nonetheless, only 62 percent of black women delivering in 1981 
received prenatal care in the first trimester compared to 79 percent 
of white women. These 1981 natality data showed a very small de- 
cline in receipt of early care among black women, representing a 
departure from the upward trend of the previous decade. It is diffi- 
cult to draw firm conclusions about the reasons for the slight de- 
cline since it appears that it occurred uniformly among both high- 
and low- risk black women. For the Jnited States as a whole, no 
subgroup of black women showed a decline of more than 1 percent- 
age point. We are now analyzing State trends in prenatal care. 

When dealing with these recent trends in prenatal care, it is im- 
portant to recall an issue I touched on earlier. Recent studies sug- 
gest that the quality and content of prenatal care r-.ay be the most 
important ingredient. Yet, despite our increased understanding of 
risk factors, such as smoking, we still know comparatively little 
about how to modify at-risk behavior. We need to expand our 
knowledge in order to target our resources and develop effective re- 
sponses to prevent low birthweight. 

As you are aware, in 1980 "Objectives for the Nation" were es- 
tablished to call attention to specific areas where work must be 
done to improve health, orevent disease and reduce the burden of 
disability. % r 

The quantitative objectives selected for the pregnancy and infant 
health area focus on lowering infant, neonatal and perinatal mor- 
tality rates, reducing low birthweight, and improving health for 
pregnnnt women and infants. Attached to my testimony, you will 
find a complete list of all of the priority areas. A number of them 
have significant implications for improving the health of mothers 
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and newborn children. However, the single priority area most im- 
mediately and uniformly relevant to our areas of mutual concern 
and interest today is that which deals with pregnancy and infant 
health, 

Assuming the same average percent decline for IMR of the past 
decade, the projected estimate of IMR for the Nation as a whole 
will fall well within the target of 9 infant deaths per 1,000 live 
births. However, extrapolation of the black rate yields an IMR of 
13.5 as opposed to the target of 12 deaths per 1,000 live births. We 
have recently established a task force on LBW within the context 
of the 1990 objectives. An important component of this initiative is 
accelerated research activity. In fact, the National Institute of 
Child Health and Human Development has developed an expanded 
research agenda for the prevention of LBW. 

At this point, it is important to emphasize the joint responsibil- 
ities shared by the individual, the health professionals, the State 
and local health authorities, and the Federal Government. Specifi- 
cally, the role of the Federal Government includes five roles. 

The PHS has many activities and programs that strive to reduce 
infant mortality, all of which have been important in the progress 
we have made in the last 15 years. 

I have highlighted a number of those under each of those roles 
and responsibilities that we see held by the Federal Government. 
That includes, of course, the research component as well as our 
public and professional education. Mr. Chairman, I would like to 
submit for the record two examples of our public education: our 
newest volume, "Prenatal Care, which is, I am told the leading 
seller from the Government Printing Office — this one is hot off the 
press, and we have copies of all members of the committee— a kit 
put out by the Healthy Mothers/Healthy Babies Coalition, which is 
a coalition of some 60 professional and voluntary organizations 
aimed at public education. With your permission, I would submit 
those for the committee. 

Mr. Waxman. Whhout objection, those items will be received by 
the committee for inclusion in the record at the discretion of the 
chairman. 

Mr. Brandt. Thank you. 

I would also submit to you an implementation plan for attaining 
our objectives which includes the plan for attaining the pregnancy 
and infant health objectives, Mr. Chairman. 

Mr. Waxman. Without objection, that item will be received by 
the committee for inclusion in the record at the discretion of the 
chairman. 

[The documents referred to may be found in subcommittee files.] 
Mr. Brandt. Today, Mr* Chairman, I have discussed various 
issues surrounding infant mortality and low birthweight and have 
provided you with a brief listing of some of our current activities 
relating to these. important topics. 

The Federal efforts I have ider tified are just one part of the full 
range of Federal, State, local, and private sector programs neces- 
sary to meet the liKM) objectives. By no means are these the only 
efforts. 

W«» know well that many community and State agencies are un- 
dertaking innovative efforts to improve their infant mortality 
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rates. We have received very recently a report on such efforts 
which I will submit for the record, which summarizes activities 
going on in each of the States designed to reduce infant mortality 

Mr, Waxman. Without objection, that item will be received by 
the committee for inclusion in the record at the discretion of the 
chairman, 

Mr, Brandt, Thank you very much, 

[Testimony resumeo on p, 117,] 

[The prepared statement of Mr. Brandt follows:] 
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STASWENT 

by 

EDWARD N. BRANDT, JR., M.D. 
ASSISTANT SB CHE TAW FOR HEALTH 

m. CHAIRmM AND WMBERS OF THE COHKXTXCE 

X an here today with Dr. Carolyne K. Davis, Administrator of the 
Health Care Financing Administration, to discuss an issue of great 
concern io our Nation — infant mortality. 

As a Nation, we can be proud of our achievements in improving 
maternal and infant health. For example, the provisional infant 
mortality rate for 1963 was 10.9, the lowest rate in history. Babies 
born at the present time will live healthier and longer lives than ever 
before; yet just over one percent will not survive their first year. 
However, there remain disturbing geographical variations and disparities 
between sub-populations in our Nation. We are concerned about these 
disparities as are the States, localities, professional groups, and 
others. 

A brief look at some recent statistics will provide an important 
background for our discussion today. Ttiere are 52 million women of 
reproductive age in this country. They had a total of 3,6 million live 
births in 1983. included in those numbers are at-risk groups: 

o nearly 200,000 babies born to school-age adolescents under 18 

years of age, including nearly 10,000 to girls under the age of 15; 
o nearly a quarter of a million infants who weigh less than 2500 
grams at birth; 

o over 900,000 infants born to women who smoked during pregnancy* and 
o over one million infants born to women who drank during pregnancy. 

Almost 40,000 live-born infants died in 1963 before reaching their first 

birthday. * * 
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natio nal Trends in infant Mortality 

Xttfant mortality is defined as the death of a live-born infant under 
one y»a* of age and is usually expressed as a rate (XMR) per 1000 live 
births. Infant mortality rates in this ccwntry have been declinii^g at a 
rapid pace since the late 1960s us shown on this chart. ha I mentioned, 
tfce provisional rate of AO. 9 infant deaths per 1000 Uve births in 1983 
15 the lowest rate thus far recorded for our Nation. The 1MB among black 
infants remains almost twice that of white infants* In 1981, the latest 
year for which race-specific data are available, the national XMR was 
11.9 per 1,000 live birthu, while the XMR was 10.5 for white infants and 
20.0 for black infants. Itiese rate/? represent XMR declines from 1980 of 
4,5 percent foe white and 6.8 percent for black infants, The continuing 
high black XMR is indeed a major concer n. Ihis problem, however, is not 
oi recent origin. It has keen with us for many decades. 

All this is said to make clear that interpreting infant mortality 
dat* must be done tioutftt fully, carefully, and objectively. Reducing 
infant mortality i* a complex task with no sinple and quick solution* We 
are continuity., to examine the factors, associated with infant mortality to 
identify opportunities for appropriate interventions. 

National tren d s in the incidei^ of ..low birth weight (tBW) 

Low birth weight (l*?ss than 2500 grams) is the most important risk 
factor associated with ittfant mortality, Compared to the decline in 
infant mortality, the incidence of L8W has declined relatively slowly 
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during the 1970s as shown by the chart. Since the progress toward 
reducing LBU has been lesa than doited, we ar* corftinuxng seek .new 
understanding .regarding thiu problem* As * result of our * sorts, we 
h~ve come wO understand that the prevention of LBW is cortplex. No single 
factor accounts for all 6f lb* variation in birth wight and hence # no 
single intervention will be effective* In fact, the combination of many 
variables such as demographic character? sties of the mother, Medical and 
obstetric history, physical stature of mother, smoking and alcohol use, 
nutrition, as well as gestational age, explain only a portion of the 
birth weight variation* Better understanding of the biomedical and 
social factors related to LBV ate essential^to the development of 
effective intervention strategies. 

Here again, blacks continue to be twice as likely as whites to 
deliver a low birth weight inZiint, . There have been many studies of the 
black/white differential In pregnancy outcome over the past several 
decades. Among the reasons ci ;.ed for yoor outcome among blacks are the 
following; 

o higher proportions "of teenage, high parity, and out-of-wedlock 
birtns; 

o lower socioeconomic status; 

o higher incidence of anemia and hypertension? and 
o lack of adequate nutrition. 

Findinqs from various analyses illustrate the complexity of the 
relationships among factors associated with a greater risk of LBW. For 
example, maternal smoking and alcohol consumption are associated with 
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reduced birth weight. Yet data on married women from the 1980 National 
Health Interview Survey and the 1980 National Natality Survey show that 
black women are somewhat less likely than white women to smoke or drink. 

Even when several factors are controlled simultaneously, black women 
continue to be twice ae likely as white women to have low birth weight 
infants. Based on an analysis of 1981 birth certificate data, the rate 



of low birth weight infants among college educated, married women, age 
25-29 having their second child who began prenatal care in the first 
trimester was estimated to be 2.3 for whites and 5.6 for blacks. 

The fact that mat », married, college educated black women who 
received prenatal care are still twice as likely as their white 
counterparts to deliver a low birth weight infant indicates that the 
black/white disparity represents much more than a simple phenomenon. 
Therefore, single focused approaches may not realize the significant 
reduction in the black/white gap we all hope to achieve. 

Important Principles 

Let me note some principles that may be self-evident, but nonetheless 
are important if we are to succeed in further reducing infant mortality 
and preventing low birth weight: 

o assuring that the mother's health is optimal at the tiirj of 
pregnancy through the provision of proper medical care, with 
special attention to appropriate treatment and contiol of diseases 
such as diabetes, hypertension, and anemia? 
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o avoiding behavior tuKftnyto be related to untoward pregnancy 
^outcomes, such as smoking, alcohol consumption, and drug abuse, 
and improper nutrition; 
o assuring that the prognaicy has been planned to coincide vith 

optimal maternal age and interval between pregnancies* 
Reducing infant mortality is a national problem that requires the 
efforts of all members of our society for solution. Stoe individual woman 
should assume responsibility to seek proper medical care and corqpl.y with 
medical advice, the local community Jhould provide support systems, the s 
health care professionals should provide appropriate scientifically based 
advice and care, the State authorities should define areas of need and 
plan to meet those needs supported by such programs as the health block 
grants and State and local funds. 

prenatal Care 

In this* light , some comments on the relative effectiveness of various 
interventions to improve pregnancy outcome and infant health become 
important. I bgXifeve quality prenatal care is an important intervention 
opportunity. There is little question as to the value of prenatal care 
in improving the health of the pregnant woman and preventing or reducing 
the complications of pregnancy and labor such as eclampsia. It has been 
asserted that more prenatal care for high risk women will also reduce 
LBW. However, the task of determining the effectiveness of prenatal care 
for improving fetal health and reducing lew biith weight has been 




108 



9 

ERIC 



104 



difficult. In fact, the Institute of Medicine has foxmd a coniaittee, 
with whom we ate working closely, to investigate the whole area of 
prevention ot low birth weight. 

The ten years between 1970 and 1980 showed steady progress toward 
narrowing the black/white gap in receipt of early prenatal care and a 
significant trend toward achieving high rates of women receiving early 
care, Nonetheless, only 62 percent of black women delivering in 1981 
received prenatal care in the first trimester compared to 79 percent of • 
white women* Obese 1981 natality data showed a very small decline iu 
receipt of early care among black women, representing a departure from 
the upward trend of the previous decade. It is difficult to draw firm 
conclusions about the reasons for the slight decline since it appears 
that it occurred uniformly among both high and low risk. black women. For 
the U.S. as a whole, no subgroup of black women showed a decline of more 
than one percentage point. We are now analyzing State trends in prenatal 
care. 

When dealing with these recent trends in prenatal care, it is 
important to recall an issue I touched on earlier. Recent studies 
suggest that the quality and content of prenatal care may be the most 
important ingredient. Yet, despite our increased understanding of risk 
factors, such as smoking, we still know comparatively little about how to 
modify at-risk behavior. We need to expand our knowledge in prder to 
target our resources and develop effective responses to prevent low birth 
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Objectives for the Nation 

As you are aware, in 1980 •Objectives for the Nation" were 
established te call attention to specific areas where work must be done 
to improve health, prevent disease and reduce the burden of disability. 

Assuring all infants a healthy start in life and enhancing the health 
of their mothers are important components of our measurable objectives 
for the improvement of the health of Americans. -Hie quantitative 
objectives selected for the Pregnancy arid Infant Health area focus on 
lowering infant, neonatal and perinatal mortality rates, reducing low 
birth weight, and improving health for pregnant women and infants. 

A number of objectives in several of the other priority areas, such 
as immunization, family planning, smoking control, nutrition, control of 
sexually transmitted diseases, and alcohol and drug misuse prevention 
have significant' implications for improving the health of mothers and 
newborn children. However, the single priority area most immediately ard 
uniformly relevant to our areas of mutual concern and interest today is 
that which deals with pregnancy and infant health. ,(See chart) 

Assuming the same average percent decline for I MR of the past decade, 
the projected estimate of IMR for the Nation as a whole will fall well 
vithin the target of 9 infant deaths/1,000 live births. Extrapolation of 
the black rate yields an IMR of 13.5 as opposed to the target of 12 
deaths/1,000 live births. 

Between 1970 and 1980, LBW declined modestly by 14 percent with the 
reduction in the proportion of full-term LBW infants accounting for 75 
percent of this decline. At the current rate cf progress, we, at tins 
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point , expect to fall short of our targets* As a result of concern about 
the low birth weight problem, I have recently established a Task Force on 
LBt within the context of the 1990 Objectives. An important cottponent of 
this initiative is accelerated research activity* ir fact, the National 
Institute of Child Health and Human Development has developed an expanded 
research agenda for the prevention of LBW. Our infant mortality efforts 
will coordinate with Secretary Heckler f s Task Force on minority health 
concerns, which will deal with the broad issues affecting the health of 
minorities in this country. 

At this point, it is important to emphasize the joint 
responsibilities shared by the individual, the health professionals, the 
State and local health authorities, and the Federal Government. 
Specifically, the role of the Federal Government includes the following: 

o education of the public 

o information dissemination to health professionals 
o research leading to improved interventions 

o assistance to State and local authorities via technical assistance 

and funding via block grants and categorical programs, and 
o direct provision of services such as the Indian Health Service 
VJe need to emphasize the inportance of combining the family planning 
program with other primary care activities in the Primary Care block 
grant which we continue to urge the Congress to adopt. There are a 
number of advantages to an integrated approach. 

o pronation of good health practices by women who are becoming 
sexually active, including immunization against rubella, 
counseling regarding health effects of lifestyle choices, proper 
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spacing of pregnancies and appropriate care for those wonen with 
chronic diseases such as diabetes, hypertension, sexually 
transmitted diseases, and genetic illnesses such as sickle cell 
disease 

o the fact that women for whom contraceptive methods fail are 
already in the system for care and prenatal care can be 
• inplemented promptly and early 

o early implementation of counseling as to pregnancy 
o iollow-up on the child to ensure good well-baby care, 
immunizations, etc. can be implemented 

The PBS has many activities and programs that strive to reduce infant 
mortality, all of which have been inportant in the progress we have made 
in the last 15 years. The following examples highlight some of these 
activities: 

Service Progr&ns 

o The Maternal and Quid Health (MCH) block grant helps each State 
assure access to maternal health services of good quality and to 
reduce infant mortality—especially by providing prenatal care and 
preventive services as well as delivery and postpartum care. 
Throu^i this consolidation of program and funding activities, 
States have full control and authority over substantial resources 
which they can allocate in the light of their own needs 
assessments and priorities. Results from the GAO draft report on 
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implementation of the MCH block grant in 13 States, indicate an 
increased emphasis on services relating to improved pregnancy 
outcome, including prenatal and postpartum care. 
Itie mch program has supported a wide range of activities to 
strengthen the capacity of the States to improve health status 
outcomes for mothers and children. For exanple, special project 
funds were awarded to States with excessive infant mortality (and 
adolescent pregnancy) to assist in the development of regionalized 
perinatal systems. These projects, known as the Improved 
Pregnancy Outcome (IPO) projects, are currently funded in 20 
States and their activities are now being integrated with MCH 
block grant programs. Continuation of these services by the 
States, and the decline in infant mortality indicate that these 
IPO projects, along with other factors, have had positive results. 
The National Health service Corps and the MCH program are working 
jointly to identify obstetric and pediatric underserved areas in 
the U.S. utilizing rates of low birth weight and postneonatal 
mortality to place about 100 obstetricians and 200 pediatricians 
to provide direct services in underserved at-risk areas. 
Oonmunity Health Centers and Migrant Health projects provide 
prenatal care to medically underserved pregnant women and have 
been associated with significant iirprovement in black infant 
mortality rates. 
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o The Indian Health Service, working with tribal health departments, 
private practitioners and national professional organizations, 
provides comprehensive maternal and child health service*. 
Emphasis is on early identification of pregnant women and entrance 
to care, especially for the teenage population, to permit delivery 
of proper services and earl,/ health education. We have made great 
progress in reducing Indian infant mortality rates and are, 
therefore, conducting an analysis of IHS-MCT3 data to understand 
better what factors have contributed to our progress and to 



identify the areas in which we must do more work, 
o Through the Adolescent Family Life Program we fund projects to 
prevent adolescent pregnancy by reaching adolescents before they 
become sexually active, to discourage adolescent sexual activity, 
and to minimize the adverse consequerces for pregnant adolescents 
and their children, the program funds demonstration projects that 
offer care and prevention services in different delivery 
settings. After final evaluations of each model program have been 
completed, local conmunities will be able to adopt proven models. 
Research Activities 

o The National Institute of Child Health and Human Development 
(NICHD) has assigned the highest priority to research on the low 
birth weight infant, its etiology, prevention, and treatment. 
NICHD has developed an expanded research initiative to prevent low 
birth weight. The initiative includes research on intrauterine 
growth retardation (fetal growth factors, biological predictors of 
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fetal growth and Perinatal Emphasis Research Centers); research on 
premature labor (biochemistry of labor and premature rupture of 
membranes); and research on environmental factors (nutritional, 
socioeconomic, risk-taking behavior, physical activity, and 



working conditions). Hie initiative includes a cooperative 
network of maternal -fetal medicine units for clinical studies, 
educational efforts, joint efforts with other agencies «nd 
foundations, and a National liow Birth Weight Advisory Conmittee. 
o The Federal response to the knowledge we have gained over the last 
decade on the effects of alcohol consumption during pregnancy has 
consisted of (i) vigorous public education, (2) heightened 
professional education, and (3) continued support of research. At 
the present time, the National Institute on Alcohol Abuse and 
Alcoholism supports 21 fetal alcohol research projects to address 
such issues as the effects of binge or episodic drinking, the 
effects of alcohol exposure during critical periods of fetal 
development, mechanisms causing the adverse effects of alcohol on 
infants, and long-range development of children born to mothers 
who drank during precpancy. 
This only represents a sanple and not the full range of PHS research 
activities related to infant mortality. 

Data and Surveillance 

o The Centers for Disease control will initiate this sunmer a 
National Infant MortaHty Surveillance which will provide birth 
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weight-specific mortality rates for various specific maternal 
characteristics* 

o The National center for Health Statistics (NCKS) is undertaking a 
study to assess the feasibility of establishing a national system 
of linked birth and death records which will provide an iinproved 
data base for monitoring infant mortality trends. 

o HCHS is linking the 1980 and 1981 National Death Index with the 
1980 National Natality Survey (NNS) in order to prepare special 
analyses on infant mortality. For example, infar . mortality rates 
will be generated for multiple data items in the riNS, such as 
birth weight, maternal complications of pregnancy, and maternal 
smoking* 

o Further, NCKS is developing an International Collaborative Effort 
to identify what we can learn from our international neighbors, 
especially those countries with the lowest infant mortality 
rates. The first step will be a meeting later this year with 
eminent researchers from those countries to select Khe specific 
topics for research and to develop appropriate protocols. 

public and Professional Education 

o The PHS was one of the six founders of the Healthy Mothers, 

Healthy Babies Ooalition, a group representing voluntary, health 
professional and State, local and Federal governmental agencies 
concerned about the health of mothers and babies. While the 
Coalition acknowledges the pnniary importance of the delivery of 




112 



health services, it3 purpose is to improve the quality and 
availability of public education on prenatal and infant care, its 
goals are to: 

— promote public awareness and education in preventive health 
• habits for all pregnant varan; 

~ develop networks for sharing information among groups 

concerned about improving the health of mothers and babies; 

— distribute public education materials on topics related to 
improving maternal and child health; and 

— assist the development of local Healthy Mothers, Healthy 
Babies Coalitions. 

Under the auspices of the Healthy Mothers, Healthy Babies 
Coalition, the PHS has produced and distributed, in English and 
Spanish, radio spots, posters, pamphlets, newspaper columns, 
teacher guides, and bibliographies to clinics serving low income 
areas, WIC offices, health departments, and schools nationwide, k 
program to promote breast feeding is under way, jointly sponsored 
by five medical professional organizations, and a special 
comnittee of the Coalition is addressing the educational needs of 
low income women. 

The Food and Drug Administration (FDA) is preparing a final rule 
establishing labeling requirements for infant formulas which will 
provide information to health care professionals and consumers, 
including those who cannot read English, on the appropriate 
preparation and use of infant formulas to assure the health and 
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well-being of infants. The agency is also preparing a proposal to 
revise the infant formula nutrient requirements, based on the 1983 
recommendations of the Oxtmittee on Nutrition of the American 
Academy of pediatric*. Further, FDA is preparing 4 final rule to 
establish quality control, nutrient, and labeling requirements foa 
infant formulas that are intended for infants with special medical 
and dietary needs. 

'Today, I have discussed various issues surrounding infant mortality 
and low birth weight and have provided you with a brief listing of some 
of our curient activities relating to these inportant topics. She 
Federal efforts I have identified are just one part of the full range of 
Federal, State, local and private sector programs necessary to meet the 
1990 Objectives. By no means are these the only efforts. We know weJl 
that many community and state agencies are undertaking innovative efforts 
to improve their infant mortality rates. We have received very recently 
a report on sudi efforts which I will submit for the record. Promoting 
and protecting the health of the newborn is the best investment we can 
make in the future good health of the American people. 

Thank you. I will be happy to answer any questions you may have. 
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Lead HHS Agencies for Objectives 



Category HHS Agency/Office 

Preventive Services 

High Blood Pressure Control National institutes ol Health 

Family Planning Office of Population Affairs 

Pregnancy and Infant Health Health Resources and Services Administration 

Immunizations Centers for Disease Control 

Sexually Transmitted Diseases Centers for Disease Control 

Health Protection 

»-• 

Toxic Agent Control Senior Advisor for Environmental Health ^ 

Occupational Safety and Health Centers for Disease Control 

Accident Prevention and Injury Control Centers for Disease Control 

Fluoridation and Denial Health Centers for Disease Control 

Surveillance and Control of Infectious Diseases.. Centers for Disease Control 

Health Promotion 

Smoking and Health Office on Smoking and Health 

Misuse of Alcohol and Drugs Alcohol, Drug Abuse, and Mental Health Administration 

Nutrition Food and Drug Administration 

Physical Fitness and Exercise President's Council on Physical Fitness and Sports 

Control of Stress and Violent Behavior Alcohol, Drug Abuse, and Mental Health Administration 
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Mr. Brandt. At this time, I believe Dr. Davis also has a state- 
ment, Mr. Chairman. 
Mr. Waxman. Ms. Davis? 



Ms. Davis. I am Carolyne Davis, and I am pleased tp be here to 
join in describing some of the Department's program Services. Spe- 
cifically, I will address the medicaid services for children and preg- 
nant women. 

As you know, the Medicaid Program was enacted in 1965 to pro- 
vide health care for certain groups of low-income people, primarily 
5 those already receiving cash assistance. This generally includes 
members of families with dependent children and the aged, blind, 
and disabled. In addition, States may choose to pay for the care of 
those individuals who are medically needy; that is, families who 
have enough to pay for their basic living expenses but not enough 
for their medical care. 

Currently, there are 20 States and Territories that cover only 
those individuals receiving cash assistance, and 34 States and Ter- 
ritories that cover both cash assistance and medically needy recipi- 
ents. 

Medicaid's largest eligible group has been children. This commit- 
ment to child health continues, and in fiscal year 1982, nearly 10 
million children under 21 years of age, constituting 42 percent of 
ail medicaid recipients, received medicaid services costing about 
$3.6 billion. 

Since 1979, these numbers represent a 7-percent increase in the 
total number of children served by medicaid, and a 25-percent in- 
crease in medicaid expenditures for the health care of all eligible 
children. 

In addition, approximately 1,5 million children received medicaid 
services in 1982 in tftose States which chose to cover children in 
poor families, although they were ineligible for AFDC. 

Provisions affecting medicaid eligibility under the Omnibus 
Budget Reconciliation Act of 1981— OBRA— Public Law 97-35, and 
the Tax Equity and Fiscal Responsibility Act of 1982— TEFRA— 
Public Law 97-248, have reflected strong continued commitment to 
maternal and child health. 

OBRA gave States increased flexibility to target scarce health re- 
sources to those most in need. It also affirmed the program's pri- 
mary obligation to care for poor pregnant women and children. 
OBRA did not restrict longstanding State options to cover these 
groups. States may continue to cover first-time pregnant women for 
medicaid even though they may be ineligible for AFDC. 

Currently, under a number of options, 41 States cover some pre- 
natal care for the most vulnerable women. 

Those States which now choose to cover medically needy individ- 
uals are required* at a minimum, to pay for ambulatory services, 
such as physician visits for children and the prenatal and delivery 
care of pregnant women. Indeed, several States, such as Georgia 
and Texas, are now considering major program expansions to begin 
coverage of needy pregnant women and children, Oregon, as of 
January 1, 1984, added this group. 
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TEFRA permitted States for the first time to cover certain 
groups of handicapped children who live at home i^tead of in an 
institution. We have had a significant number of ^quests from 
States for waivers in this area. ' 

The EPSDT Program is a part of the Medicaid Program which 
does provide comprehensive preventive health services designed to 
improve the health status of medicaid-eligible children under 21 
years of age. 

All States participating in the Medicaid Program are required to 
provide EPSDT services. The program informs families about pre- 
ventive health services and offers medical screening as well as di- 
agnostic and treatment services when the need is indicated, refer- 
ral of eligible recipients to other child health-related programs 
such as title V, Maternal and Child Health, and services and trans- 
portation to'and from providers, if requested. 

Children must also receive treatment for dental, vision, and 
hearing problems identified through the EPSDT examination. 

Federal guidelines for infant care encourage States to use the 
recommended timetables and protocols of the American Academy 
of Pediatrics. 

The EPSDT Program provides fo» improving the health status of 
children by increasing their access to primary care and it is also 
geared toward cost containment as a result of early intervention 
and a systematic use of available health resources. 

Last year, Michigan, North Carolina, Ohio, and Virginia reported 
study results which showed that medicaid expenditures for EPSDT 
participants were significantly lower than those for nonpartici- 
pants. These findings suggest that primary care, when coupled 
with case management, can reduce the more costly hospital outpa- 
tient, emergency, and inpatient use. 

In 1982, over 2 million EPSDT assessments were provided to eli- 
gible children at an estimated cost of $72 million. This represents a 
30-percent increase in the delivery of preventive health screenings 
since 1979. e 

In order to insure that the EPSDT Program meets its require- 
ments for providing preventive health care to medicaid eligible 
children, revisions are even now being made to improve the imple- 
mentation of the program. 

Several interest groups, such as the Children's Defense Fund, 
State medicaid officials, the American Academy of Pediatrics, and 
the American Dental Association have assisted us in developing 
new EPSDT regulations. A notice of proposed rulemaking was 
signed by Secretary Heckltr on August 22, 1983. Final regulations 
are now in departmental review and should be published soon. 

Major changes in proposed EPSDT regulations will incorporate 
provisions of OBRA and TEFRA, as well as other improvements. 
States will continue to inform eligibles of the availability of health 
services, transportation, and scheduling assistance when needed. 

New provisions will encourage closer cooperation between States 
and medical and dental professional groups in setting standards for 
the EPSDT Program and avoiding program overlaps between med- 
icaid's child health programs ana related services provided by 
other agencies. 
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A new section on "continuing care provider" is included. This 
will encourage States to assure that screening services are deliv- 
ered by a medical professional who is familiar with a child's epi- 
sodes of acute illness, and who has an ongoing relationship with 
the family as the regular source of the child's health care. These 
regulations will also simplify State documentation requirements 
consistent with the 1981 law. 

Medicaid is the largest public health program for children and 
pregnant women. We are spending more money on services for 
more needy eligibles than ever before. Recent legislative remedies 
have provided States with additional flexibility to target their 
scarce health resources to low-income women and children, 

A number of States have responded to this opportunity by plan- 
ning program expansions. Dr. Brandt has discussed the present 
array of public health service programs and services addressing 
infant mortality and morbidity, and these programs as well as nu- 
tritional and health services that are outside the Department have 
indeed been the subject of considerable congressional attention. 

Given the amount of interest .expressed in the effectiveness of 
these programs and their impact on infant mortality and the co- 
ordination among programs, we believe that it might be useful for 
the Office of Technology Assessment and the Institute of Medicine 
to undertake a comprehensive review of these related issues. The 
results of such an assessment would provide Congress with a sub- 
stantial information base when it considers program structure and 
operations. 

This administration will continue to work with the Congress in 
the further development of flexible options for State medicaid cov- 
erage of low-income pregnant women and children. 

I would be pleased to answer any questions you may have in re- 
lation to the testimony. 

Mr. Waxman. Thank you. 

Dr. Brandt, I em very pleased to learn from your testimony that 
this administration is committed to reducing infant mortality. You 
state in your testimony that quality prenatal care is an important 
intervention opportunity in improving pregnancy outcome. 

I agree with that. Everyone would agiee that prenatal care is im- 
portant in terms of enhancing the opportunity for a baby to be 
born well, and to survive that first year. Yet this administration is 
opposing the only bill that we have before us in this committee 
that would extend prenatal care services to many women who are 
poor and who are not now covered by medicaid. 

I would like to understand from you how you can rationalize the 
position of the administration that would deny the opportunity to 
pregnant women who are not receiving these services. 

Mr. Brandt. First, let me talk about prenatal care one moment, 
and say that although there is good agreement that prenatal care 
is important, I think the content of prenatal care is not well-de- 
fined. Indeed, at the current IOM committee one of the issues that 
they are looking at is precisely that; I have a copy of an analysis. 

Mr. Waxman. I am discussing whether there is going to be any 
prenatal care— not the quality— for poor, uncovered, pregnant 
women and infants under the medicaid program. 
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As you know, there are many States that do not even allow them 
any kind of prenatal care coverage under medicaid. We are trying 
to move forward to get States to provide that coverage; yet the ad- 
ministration has opposed that effort. 

How can you rationalize that opposition to extending prenatal 
care, even if it were not the highest quality? I am sure you would 
agree that any prenatal care is better than no prenatal care. 

Mr. Brandt. I am not sure I agree with that— I am not going to 
advocate poor medical care for anything. 

Mr. Waxman. You are not advocating the lack of prenatal care 
on a health basis, are you? 

Mr. Brandt. No, but let me talk about the whole structure that 
we have in place out there that T think is important, because what 
the States now have available v them are the following kinds of 
programs that will assist in the provision of prenatal care. 

In the first place, there is the maternal and child health block 
grant, and the recent GAO draft report indicates that States have 
chosen by and large to emphasize the delivery of services as their 
primary prioritv, a priority that we of course agree with. 

Second, we nave now entered into agreements with over 30 
States toward the placement of community health centers and in 
addition to that, for the placement of National Service Corps offi- 
cers, we now use infant mortality data as one of the criteria for 
their placement. So entering into agreements with States has al- 
lowed the States with us to target areas to deliver prenatal care. 

Specifics of the bill on the Medicaid Act, I will let Dr. Davis dis- 
cuss. 

Ms. Davis. If I may comment on this particular area. You did 
make a statement that sounded as if there was a number of States 
that were not covering pregnant women, and I would just like to 
describe some statistics in relationship to what we know about cov- 
erage in the Medicaid Program at this point in time. 

Mr. Waxman. Before you do that, isn't it the case that if a 
v/oman is pregnant for the first i;ime, she is not eligible* for medic- 
aid in many States of this country until that child is born? This 
means she can't get prenatal care until she is eligible for medicaid 
and she is not eligible for medicaid until she has the baby. In the 
meantime, she is going through that pregnancy without any prena- 
tal care covered under medicaid. 

Is that an accurate statement or not? 

Ms. Davis. In some States, but the accuracy in terms of the 
"large number," I would have to debate. There are a few States. 
My data would indicate that in 24 States, medicaid covers some or 
all of the prenatal care for women pregnant for the first time who 
could get the AFDC if the child were born and living with them. 

Mr. Waxman. There may be seven States— some of them pretty 
significant. But even if we are only talking about seven States in 
this country that do not provide prenatal care for a woman because 
she is not eligible until the baby is born; how could the Reagan ad- 
ministration oppose an effort to give those States incentives to 
cover their women for prenatal care, if you believe that prenatal 
care is related to a child s being born healthy? 

Ms. Pavis. If I could comment on the bill, which I know you 
have sponsored, there are a couple of concerns that relate to that. 
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One is the idea of giving the State an incentive by paying a 100 
percent Federal match to encourage the new coverage. It seems to 
me to be somewhat inequitable, because you are in effect reward- 
ing the States who have not chosen to cover these groups. 

Mr. Waxman. I understand, but the problem is that in trying to 
be fair to the States, we are being unfair to women living in those 
States who are not going to have prenatal care available to them. 

I want to ask about other Federal programs. The administration 
has asked for cuts in every Federal program that involves the op- 
portunity for prenatal care and health care for infants, with one 
exception. 

I talked about medicaid, trying to expand it. I could also talk 
about a block grant for unemployed persons in this country that 
would target services to pregnant women and children. 

The administration opposes increasing funding for maternal and 
child health services. They oppose increases in funding for the com- 
munity health services. 

We see that even in immunizations several years ago, the 
Reagan administration asked for a cut. And, on and on. 

The family planning program— the Reagan administration would 
like to abolish that completely; let the States or somebody else take 
care of it if anybody at all wanted to bother with the program. 

I am pointing this out to you, because the lhetoric that you use 
about trying to do something to assure that we are going to have 
healthy babies is an empty rhetoric. When we look at the record of 
the Reagan administration, it has asked for cuts in every single 
health program that is in existence. And for every new initiative 
where we have asked for some kind of leadership, the Reagan ad- 
ministration has said no. 

Ms. Davis. I would debate that it is not empty rhetoric. I think it 
is possible to redesign the limit of the service coverages, and stay 
within a budget. Our concern, as it relates to support for some of 
the bills in terms of health insurance for the unemployed, clearly 
relates to the fact that we believe that the coverage is a little too 
broad, that some of the bills cover the unemployed when they al- 
ready have other individual family members 

Mr. Waxman. You haven't come in and said you are too broad in 
your coverage; you are spending too much money; we think you 
should spend less and do it in the following way we haven't re- 
ceived any recommendations from the administration along those 
lines. 

We have heard recommendations that we reject all new initia- 
tives and cut all existing programs. 

Dr. Brandt, you indicated you think it is important for us to 
study the whole matter further in order to get some more informa- 
tion. The two areas of the Federal Government where appropriate- 
ly studies would be conducted are the National Center for Health 
Statistics and the National Center for Health Services Research. 
Yet the administration wants to cut by $4 million and $2 million 
respectively. 

How would cuts in those agencies help us learn more about what 
we need to know before we adopt a new program or make recom- 
mendations for changes in policy? 
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Mr. Brandt. Well, in the first place, my testimony was not in- 
tended to say that v,o should do nothing. Indeed, we are doing a 
great deal at the present time. In fact, i think the record shows 
quite clearly that that line on infant mortality is straight and 
coming down, and it has been declining since 1965. 

That line has continued unalterably down at roughly 4 percent 
per year. It is slightly higher for blacks than it is for whites, but 
not as low as obviously everybody would like. 

With respect to gathering additional information, we had not tar- 
getted money for the National Center for Health Services Re- 
search, but rather for trying to understand the fundamental biolog- 
ical aspects of how to delay the onset of labor, for early onset when 
the child is not matured* and other aspects of intervention strate- 
gy' 

The National Center for Health Statistics budget, because of the 
periodicity of surveys, tends to fluctuate anyway. We will be finish- 
ing the Hispanic Hanes at that time, and therefore, their budget 
will come down. 

We have increased funding for our work with the States on vital 
statistics in order to improve the data on the linkage between birth 
and death. Let me address comments you made earlier. 

We have never proposed to close out family planning. We have 
proposed the creation of a primary care block grant and my testi- 
mony includes, I think, rational, reasonable medical judgment as to 
why that is a good thing. To deliver family planning t in a primary 
care setting is clearly the desirable thing to do. 

Mr. Waxman. I will have to move on, but I have a letter signed 
by the President of the United Stages that was sent to Senator 
Orrin Hatch where he expressed regret that the family planning 
program was not abolished, That is what he at least tried to accom- 
plish. 

Mr. Sikorski. Will you yield on that point? 
Mr. Waxman. Yes. 

Mr. Sikorski. Dr. Brandt, that may be a gocd idea or not, but the 
numbers in that program you are trying to blend it into dropped 
from 162 million to 124 million, and if we talked in real terms, 
which we always do in the Defense Department, it is going to be a 
big, big drop. 

Now, the proposal is back up to 140, still an absolute cut by $20 
million-some, and significantly more if you talk in terms of real 
terms. 

Mr. Brandt. I agree that it is a cut; I am not debating that. But 
it is not abolition. That is my only point. 

Mr. Sikorski. But it is incredible to talk about how it is going to 
be so much better if we blend the family prog/am into the ether 
primary activities in the block grant ignoring tne dollars associated 
with those. 

Mr. Waxman. Mr. Nielson. 

Mr. Nielson. What other risk factors are involved in low-birth- 
weight deficiencies. Are there other factors that cause the differ- 
ences between the white and the black infants? 

Mr. Brandt. I am not sure of the differences between the white 
and the black, because when we hold most of the known variables 
constant, the black incidence is still higher than the white. There 
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are still some things that we do not understand clearly, but the 
major risk factors for low birth weight are the age of the mother, 
particularly mothers who are less than 18 or over 35 who have a 
very high risk of low-birth-weight infants. Smoking during preg- 
nancy and smoking even during the immediate prepregnant period 
seems to have a significant influence. Alcohol consumption during 
pf-egnancy is another factor that results in low-birth weight in- 
fants. At the moment we know of no safe alcohol levels that can be 
consumed during pregnancy. Nutritional status of the mother in 
prepregnancy as well as her nutritional care during pregnancy and 
her general state of health, excluding genetic factors that may be 
family-related, are factors. 

Mr. Nielson. What are you doing to make these risk factors 
better known, including smoking, age of mother, and so forth? 

Mr. Brandt. We have worked with the professional associations 
making this information widely known to them. We have worked 
through the healthy mothers, healthy babies campaign to get 
across to women that they should seek prenatal care as early as 
possible and that they should clearly quit smoking and not drink 
during pregnancy. Those programs are underway and I think these 
are reasonably successful. 

Mr. Nielson. Some women are apparently reluctar : seek pre- 
natal care for various reasons. What are you doing tu encourage 
them to seek this prenatal care? 

Mr. Brandt. Largely, of course, it is a public education program 
that we are addressing. However, again the Institute of Medicine 
has begun to address some of the other factors that they believe or 
that at least some scientists believe to be important components. 
Once we know what those are, we will try to, of course, address 
them specifically. One factor is the issue of concern about the 
health care system, bad experiences with the health care system, 
things of that sort that may very well turn women off; denial of 
pregnancy which may delay the seeking of prenatal care until late 
in the pregnancy; other • factors like that that we need to under- 
stand better. But our current proposal is general public education 
that says if you are pregnant or if you think you are pregnant you 
ought to get into a prenatal care program. 

Mr. Nieuson. The congressional representatives suggested the 
improvements in black infant mortality have "stopped, and they 
say that ij&ecause of reductions in funds for the WIC program and 
reductions in other Federal programs which might affect maternal 
and child health. Do you agree with the assessment? 

Mr. Brandt. No, sir, I do not agree with the implications of the 
assessment at all. I think at the present time it is difficult to 
know— that is the so-called widening gap phenomenon that I read 
in the paper. The largest change in the black and white infant 
mortality gap that we have reported was between 1975 and 1976. 
There was a large increase in the black infant mortality rate rela- 
tive to the white infant mortality rate, one of the largest jumps 
that we hrwe ever recorded. There were no program changes at 
that time. Indeed, the changes if any were all quite compatible. We 
believe and our statisticians believe that this is largely a statistical 
artifact, that in fact those ratios will fluctuate from time to time. I 
think the distressing part about it is that the black and white gap 
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is not getting better quickly and that is what we prefer to see, 
rather than debating whether it is getting worse. Our concern is it 
is not getting better as rapidly as we think it should. Still, if we 
protect on the base of current data, the black infant mortality rate 
will come down faster than the white. 

Mr. Nielson. Secretary Heckler has announced establishment of 
a task force to review the differences in infant mortality rates be- 
tween white and black Americans, and generally reporting on the 
status of health of black Americans. Who is going to be on that 
task force? Do you know what we may expect on that? 

Mr. Brandt. The task force will be chaired by Dr. Tom Malone, 
who is the Deputy Director of NIH and a resoected biologist and 
scientist. 

Mr. Nielson. What resources will he have available to him? 
Mr. Brandt. He will have whatever resources he needs to look 
foiothis problem. That task force that the Secretary has appointed 
is to address the— because infant mortality is not the only area 
where black health status is worse than white health status, and I 
think if you simply review our 1983 version of health status U.S., 
ou will see this scattered throughout. His charge is much more 
road. The members of that committee will be decisionmakers in 
the Department. I am not sure that the exact membership has as 
yet been named, but I will be delighted to send it to you when it is 
available. 

Mr. Nielson. Mr. Chairman, would the subcommittee allow him 
to submit the names of that task force? 
Mr. Leland. Yes, without objection. 

Mr. Nielson. How can we assure effective prenatal care is given 
to those with the greatest risk? In other words, how can we chan- 
nel it to those who have the greatest risk? Is there some way you 
can do that within the budget you have now? 

Mr. Brandt. I think the secret to trying to channel prenatal care 
to women who are at highest risk is first that you have to be able 
to identify them and second the programs hav e to be locally based. 
If one looks at the distribution of the problem around the country, 
there are certain geographic areas where there is a significantly 
more severe problem. Mr. Leland and I happen to know about one 
activity in Houston that I was involved in; it is clear that in the 
city of Houston there is an area where infant mortality is striking- 
ly higher than it is in the rest of the city, and that is where re- 
sources have to be targeted and pushed. There has to be a signifi- 
cant attempt to get women to make use of those facilities when 
these are available to them. We with State and local health officers 
will continue to identify those areas and we will assist them in any 
way we can to target the resources to those people. 

Mr. Nielson. In your opinion is that a Federal or a State and 
local responsibility? 

Mr. Brandt. In my opinion it is a shared responsibility, but it 
has to primarily be a State and local responsibility because they 
are the ones that can identify the areas and have control over the 
resources to go to that problem. But it is clear that the Federal 
Government has responsibility in that as well. 

Mr. Nielson. I would like to ask Dr. Davis a question. Dr. Davis, * 
can you tell us a little more about the early and periodic diagnosis 
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• treatment program under medicaid? Have the preventive health 
services provided under the program been effective in reducing hos- 
pital admissions or intensive services? 

Ms. Davis. Yes; the program is designed to have four phases. It is 
an outreach program, a health education program, a screening pro- 
gram, and a case management program. In terms of the kinds of 
success stories that we have seen we have found that of the eligible 
children who are participating in the EPSDT program — about 9 
million were eligible in 1982 — 10 percent were enrolled in what we 

* call continuing care, about 25 percent were receiving periodic ex- 
aminations, and about 45 percent were under 3ome type of health 
supervision. The examinations simply were not due that particular 
year because of the periodicity of them, 

• I think the most encouraging part of all this is that some studies 
that have been published from some of the various States, most no- 
tably Michigan, North Carolina, Ohio, and Virginia, have reported 
that there is indeed a cost-benefit to these kinds of programs. The 
medicaid expenditures for EPSDT participants are significantly 
lower than those who do not participate. 

Mr. Nielson. Mr. Chairman, is Dr. Taylor going to be available 
for questions? I had a question for him, 
Mr. Leland. Yes, he will, 

Mr. Nielson. I would like to reserve time when he gets back. 

Mr. Leland. Mr. Brandt, you mentioned that one of the means 
by which we can solve this problem of infant mortality is of course 
more education. How much mor*ey is the administration actually 
spending for the education of women in the area of prenatal care? 

Mr. Brandt. I do not have an exact figure, Mr. Leland, I can try 
to find that out. It is so mixed up with all the other expenditures it 
is hard to know, but I think it is important to point out that we are 
not the only actor in this nor should we be. As I pointed out, the 
major component of the educational program going on aroand the 
country right now is the healthy mothers, healthy babies cam- 
paign, involving 60-some organizations, all of whom are contribut- 
ing. It includes professional organizations. I have a list of those 
that are involved. For example, the National Medical Association is 
involved, the national PTA, and other kinds of groups that are di- 
rected towards getting the information to women at high risk, 

Mr. Leland, Mr. Brandt, the Chair will hold the record open for 
you to submit the answer to that question and also any other relat- 
ed materials you wish to submit. 

Mr. Brandt. Fine. [See correspondence beginning on p. 275.] 

Mr. Leland. The Cnair is disturbed that you are not able to tell 
us about how much — at least a ballpark figure— the administration 
is spending and. I feel the Federal Government has a moral respon- 
sibility to lead those people and those organizations who are inter- 
ested in trying to resolve this problem. It is a very, very severe 
problem. 

Mr. Brandt. Mr. Leland, I am sorry you are distressed I don't 
have that figure, but I think it is important we measure programs 
by effectiveness, not just dollars in the first place. 

In the second place, I think the Federal Government 

Mr. Leiand. Let me stop you right there, you say we should 
measure pi 'grams by the effectiveness and not by dollars 
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Mr. Brandt. Not just by dollars, correct. 

Mr. Leland. The fact is that while we see some progress in less- 
ening the infant mortality rate, you indicated that the black infant 
mortality rate, though it is on the decline, is higher than the white 
mortality rate. 

I am particularly concerned, Dr. Brandt, that what you are al- 
luding to is that the problem is not as serious as what is actually 
indicated. When you cut dollars out of programs which have been 
deemed cost effective, like WIC— don't you agree that WIC has 
been one of the most effective, cost efficient programs that has ever 
been instituted by the Federal Government? 

Mr. Brandt. It is certainly an important program. I have never 
seen, one way or the other, data on its cost effectiveness: 

Mr. Leland. Three years ago, we heard consistently that the 
WIC program was the most cost effective Federal program that has 
ever been realized. WIC was under consideration for cuts then. At 
the beginning of this administration, President Reagan advocated 
cutting the program so severely that it might have been dissolved. 
Because of the public outrage about that potential, WIC was re- 
stored. 

Mr. Brandt. Well, again, Mr. Leland, if you look at the curve as 
it goes down, you will see that it is independent of which adminis- 
tration is in power. If you put up there an arrow when the WIC 
program was introduced, you don't see any change in the infant 
mortality rate. That is not to suggest that it has not had some 
effect, but I think to try to look at single issues and try to relate 
them to a significant drop in the infant mortality rate is not going 
to happen until we find that pattern of interventions that are 
aimed at both the low birth weight problem and the reduction of 
congenital anomalies. 

That knowledge is not here. That is what it boils down to. We 
are doing the things that you are suggesting be done, and we are 
agreeing with them. We do consider this important. I can guaran- 
tee that if there were any way to drop that line to zero right now, I 
would be more than delighted to try to do something with it. 

That is one of the reasons why we have proposed that we go to 
the Institute of Medicine or the Office of Technology Assessment 
and let them do an independent assessment of all of the programs 
that are underway. Because programs aimed at infant mortality go 
across almost the entire Executive branch. 

There are programs in agriculture, WIC and food stamps and 
others; there are programs certainly even in the Defense Depart- 
ment where they have programs aimed at reduction of infant mor- 
tality among our service families and their dependents. 

So it is not a simple problem nor is it one that is not high priori- 
ty. We are looking for a way to make that drop at a faster rate, but 
the drop is continuing. The only time that 

Mr. Leland. But, Dr. Brandt, the drop is not continuing fast 
enough. You know that the fact of the matter is we know some of 
the programs have been severely hurt and people have not been 
able to receive the kinds of aid that they need. You talked about 
education, very definitely there is not enough education occurring 
particularly in the black community. 
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You say that there is a small drop— and I don't mean to be per- 
sonal, but I detect a somewhat cavalier attitude about that and I 
am disturbed. This administration continues to cut those very vital 
programs that are helping the poor people of our Nation. We don't 
see a sharp drop in the infant mortality rate, not just in the black 
community but in the white community, because of these severe 
cuts. 

Mr. Brandt. I fully agree with you that we have not seen a 
sharp drop in the infant mortality rate. We have not seen that 
since 1965. Go back to whatever period you want; when you are 
talking about program funding you see exactly the same changes 
in the infant mortality rate that you see today. The reason that we 
are not going to see a sharp drop in the white, the black, or the 
total infant mortality rate is that until we know what series of 
interventions to go out there and do 

Mr. Leland. How long do we have to study the problem then? 
You are advocating more studies for the problem. You are saying 
since 1965 we have not realized a sharp drop. How long do we have 
to continue to study the problem? 

Mr. Brandt. If I knew how long it took us to learn, I would be in 
a better position than I am. I am not cavalier about this, and you 
and I have known each other for a long time, and you know that I 
am not. 

Mr. Leland. You have a different position now than you had 
then, and you were much more aggressive then than you are now. 
Mr. Brandt. Yes, I guess so. 

In any event, I don t know how long, but it is critical that we— 
when we go out and into the community health centers and on the 
Indian reservations and the places where we deliver care— and we 
deliver it according to the ACOG standards— you will see we are 
reducing the infant mortality rate in those populations like the 
rest of the country. 

I think the point is that, given that women enter prenatal care 
very early in their pregnancy and continue all the way through, 
the specific kinds of interventions other than the treatment of re- 
current illness, other than maintenance of good nutrition, et 
cetera, is just not well defined. Until we know what other things to 
do, • don t think we are going to see that sharp drop. 

Now, if somebody knows what that ought to be, I think they need 
to share that with the scientific community so that we can imple- 
ment it, and we will implement it. 

Mr. Leland. The real issue is whether we are doing all that we 
know how to do. In fact infant mortality, as you have alluded, is a 
solvable problem. But the fact is that, in my district, Houston, with 
one of the most affluent communities and also one of the best, if 
not the best, medical center, black women are still suffering from 
delivering high-risk babies, and we have not begun to utilize the 
resources available to them in order to try to decrease the rate of 
infant mortality. 

It bothers me and— I guess it is a question of priorities. I realize 
you, Dr. Brandt, and particularly you, Dr. Davis, have to deal with 
the reality of budgets. But you also must deal with the interconnec- 
tions with what we spend in one area as opposed to other areas. 
The question of priorities is a very, very high concern of mine. 
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The President was advocating an 18 percent real increase on 
military defense, and yet we see decreases in programs like WIC 
and other programs to help poor and middle-income women to de- 
liver healthy babies. Where is our real priority in terms of our in- 
vestment for the future? 

I don't want to monopolize the time, I know the gentleman from 
Minnesota has some questions, and I will yield to him now. 

Mr. Sikorskl Thank you, Mr, Chairman. 

Dr. Brandt, I think you stated that this administration has 
adopted certain goals for 1990 for infant mortality, low-birth 
weight and receipt of prenatal care, is that correct? 

Mr. Brandt. Yes. 

[Testimony resumes on p. 146.] 

[The following information was submitted:] 
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PREGNANCY AND INFANT HEALTH 



1. Nature md Extent of the Problem 

Assuring all mi&nts i beiithy start in life and enhanc- 
ing the health of their mothers are among the highest 
priorities in preventing disease and promoting health. 
The principal threats to infant health are problems 
associated with low birth weight and birth defects 
which can lead to lifelong handicapping conditions. Of 
particular concern are the disparities in the health of 
mothen and infants that exist between different popu- 
lation groups in this country. These differences are 
associated with a variety of factors, including those 
related to the health of use mother before and during 
pregnancy as well as parental socioeconomic status and 
lifestyle characteristics. Although the precise relation- 
ship between specific health services and the health 
status of pregnant women and their infants '•* not 
certain, the provision of high quality prenatal, ob- 
stetrical, and neonatal care, and preventive services 
during the first year of life, can reduce a newborn's 
risk of lllne#s and death. Of particular concern are 
adolescents, whose infants experience a high degree 
of low birth weight and whose health problems should 
be addressed in a broad context taxing into considera- 
tion social and psychological implications, 

sw Realth IsnpOcnOoM 

.• Maternal and infant mortality and morbidity 
records show striking demographic variations: 
— h an overall rate of maternal mortality of 9.6 
/ per 100,000 live births in 1978, but with a 
rate for blacks almost four time* that for 
whites; 

an infant mortality rate of 13.8 per 1,000 
: live births in 1978, but with the infant 
< mortality rate for black babies 92 percent 
/ higher than for whites; 
/ — infant mortality rates for individual States 

ranged from 10.4 to 18.7 in 1978; 
| — infant mortality ratw In 1 977 tor 26 major 
cities (with populations greater than 
500,000) ranged from 10.0 to 27.4; 22 of 
the 26 major cities had higher rates than the 
National average of 14.1 in 1977. 

4 The greatest single problem associated with 

f infant mortality is low birth weight; nearly rwo- 

i thirds of the infants who die are low birth 

. weight. 

» Maternal factors associated with a high risk 



of low birth weight babies are: age (17 and 
under, and 35 and over), minority sums, high 
parity, previous- unfavorable pregnancy out* 
come, low education level, low socioeconomic 
status, inter-pregnancy interval lets than 6 
months, inadequate weight gain during preg- 
nancy, poor nutrition, smoking, misuse of 
alcohol and drugs and lack of prenatal care. 

• High quality early and continuous prenatal, 
birth and postnatal care can decrease a new- 
born's risk of death or handicap from pregnancy < 
complications, low birth weight, maternal infec- 
tion from sexually transmitted disease and 
developmental problems, both physical and 
psychological. 

• After the neonatal period the causes of Infant 
mortality and morbidity, many of which may be 
preventable, are: disorders related to a high 
risk birth, % infectious diseases, congenital 
anomalies, accidents; lack of health care and 
abuse. * 

b. States a»d tree* 

• Although the overall rate has been gradually 
improving since 1965, an excessive number of 
infants born in the United States are of lets than 
optimal birth weight for survival and good 
health. This includes: 

— approximately 7 percent of all babies are of 
low birth weight, that is, 2,500 grams or 
less; the rate ii almost twice u high for 
blacks; other industrialized nations experi- 
enced substantially lower ratal during the 

• period 197tM976; for example in Japan 
5.3 percent of birtla were low birth weight 
and in Sweden 4.1; 

— approximately another 17 percent of all 
newborns in the United States in 1978 had 
birth weights falling between 2,501 end 
3,000 jrami, 

. • Many children in the United States are born 
W to women who have an increased risk of having 
a low birth weight infant or other health prob- 
lems, particularly: 

— the 25 percent of women giving birth in 
1978 who made no prenatal visit frying the 
lint trimester and the 5 percent who had no 
prenatal care during either of the first two 
trimesters; 
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— the pregnant teenagers (at higher riik (or 
low birth weight babies) who accounted for 
17 percent of the infants born in 1978; 

— the two-thirds of pregnant teenagers in 1976 
whose pregnancies were not Intended when 
they occurred; 

— the birtfts to single women (26.2 births #r 
1,000 single women In 1978) for whom the 
data indicate special risk of poor health . 

yy' outcomes for mother and infant. 

2. Prevention/Promotion Metmci 
•u PoJcaiUl *tas«m 

• Education and information measures Include: 

— developing, implementing and evaluating the 
quality and quantity of health education 
curricula In schools and communities, with 
emphasis on lifestyle risk factors (poor nu- 
trition and use of alcohol, cigarettes and 
drugs), as well as family life and parenting; 

• — developing, implementing and evaluating 
preventive educational strategies and ma- 
terials for use in private and public prenatal 
care; 

— increasing the use of mass media to encour- 
age more healthful lifestyles; developing 
television and radio programs that support 
healthful lifestyles; 

— makmg prospective parents at high risk of 
impaired fetuses aware of genetic diagnosis 
and counseling services so that those af- 
fected can make informed decisions con- 
sistent with their personal ethical and re- 
ligious values; 

— promoting, educating and supporting breast- 
feeding where possible. 

• Service measures include: 

— family planning services which optimize the 
timing of pregnancies; 

— prenatal care which routinely includes edu- 
cation on avoidable risks to maternal »od 
fetal health during pregnancy; 

— assuring that all populations are served by 
organized medical care systems that include 
providers (physicians, nurse practitioners, 
nurse midwivea, nutritionists and others) 
who are trained to deliver prenatal, post- 
natal and infant care on site (requires per- 
sonnel strategies and economic and pro- 
fessional incentives); 

— developing local, easily accessible prenatal 
services for all, including access to amniocen- 
tesis for high risk pregnant women; 

— regionalizing prenataL and perinatal services 
io that all women and newborns receive 
diagnostic and therapeutic care appropriate 
to their aaseised needs; 

— assuring adequate linkages, including trans- 



portation, to regional centers for high risk 
expectant mothers and newborns; 

— outreach perinatal and Infant care services 
for currently underserved populations, such 
as teenage expectant mothers; 

— evaluating the quality of perinatal and in- 
fant care being received and relating pro- 
gram activities to pregnancy and Infant 
health outcomes; 

— identifying and tracking Infants and families 
with medical, congenital, psychological, 
social, and/or environmental problems; 

— reducing the number of low birth weight 
infants by reducing teenage and other high 
risk pregnancies, reducing damaging effects 
from alcohol, cigarettes and other toxic 
substances, improving nutrition, and assur- 
ing participate a in comprehensive pre- 
conception*!, intar-concepttonal and early 
and continuing prenatal care; 

— eliminating unnecessary radiation exposure 
to pregnant women and babies; 

— assuring that all programs of primary care 
support and contribute to the fulfillment of 
objet'ives related to maternal and infant 
health; 

— encouraging parent support groups, hotlines, 
and counseling for parents of high risk in- 
fants and supports for lowering stress levels 
in troubled parents who may have potential 
for child abuse. 

— See Family Planning, Immunization, and 
Sexually Transmitted Diseases. 

• Legislative and regulatory measures include: 

— requiring that all Federally funded programs 
for delivering perinatal care assure adequate 
health and prenatal education, screening for 
pregnancy risks and patient plans for care 
durjnf labor ' vi delivery appropriate to 
discovered risks, and for Infant follow-up 
and care through the first year of life; 

— requiring fiscal and pregnancy outcome ac- 
countability in publicly funded prenatal and 
perinatal programs; 

— reducing exposures to toxic agents that may 
contribute to physical handicaps or cogni- 
tive impairment of babies. 

* Economic measures include: 

— reviewing all programs that finance or pro- 
vide health services for mothers and children 
in order to: 

- assure inclusion of health promotion and 
preventive services; 

- optimize their effect by reducing overlaps, 
pockets of neglect and contradictory 
objectives; . 

— adequate public financing for outreach, early 
and continuous prenatal care, deliveries, 
support services, intensive care when needed 
and continuing care of infants; 
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— consideration of direct Federal flnsnring 
tied to uniform standards of performance 
where public healtn departments show po- 
tential for expanding maternal and child 
health servicea to populations in aced. 

b. Relative strength of the measures 

• The relative effectivenesi of various In'erven- 
tions to Improve pregnancy outcome anc infant 
health is not without controversy. The recorda 
of many demonstration projects, both domestic 
and foreign, amply confirm that dramatic ap- 
provement! can be made in the indicators of 
maternal and infant health. For example, the 
infant mortality rate for American Indians was 
reduced hy 74 percent between 1955-1977 and 
maternal mortality decreased from 22 times the 
total U.S. rate in 1951, to below the total VS. 
rate by 1975-76. Unfortunately, studies have 
not generally been designed to yield firmly de- 
fensible data on the relative contribution of 
programs. However, the evidence indicates that 
empbasii be placed on family planing which 
optimizes the timing of pregnancies, early identi- 
fication of pregnancy and routine involvement 
of all pregnant women in prenatal care. There- 
fore, the following priorities are strongly sug- 
gested? 

— systems of care that reach everyone with 
basic services, emphasizing advantageous 
personal health behavior and including out- 
reach, education, and easy access to com- 
munity-based services without social, eco- 
twmJc, ethnic or time or distance barriers; 

— measures which prevent unwanted preg- 
nancies and which optimize the moat favor- 
able maternal age for chfldbeering, including 
sex education, contraception, easy access to 
pregnancy testing, genetic counseling, pro- 
mt al diagnosis and associated counseling; 

— early and continuing prenatal care, parttcu- 
laify for those at greatest risk— poor, poorly 
educated women, those near the beginning 
or the end of their reproductive age, those 
with previous pregnancy loss and those with 
reomt pregnancy; 

— nutrition education and food supplementa- 
tion as needed, as well as parent education 
on importance of good infant nutrition, pre- 
ventive measures essential to avoid child- 
hood ditoase and' accidents and parenting 
conducive to sound emotional envelopment; 

— cessation of smoking during pregnancy 
(which may contribute much mora to the 
improvement of birth weight and to favor- 
able pregnancy outcome than is now fully 
documented); 

— regionalized programs of care with referral 
system which assure access to levels of care 
appropriate to special risks. 
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3, Specific Objectives for 1990 
• Improved health atatui 

a. By 1990, the National infant mortality rate 
(deaths for all babies up to one ysar of age) 
should be reduced to no more than 9 deaths 
per 1,000 live births. (In 1978, the infant mor- 
tality rate was 1 3.8 per 1 ,000 live births.) 

h. By 1990, no county and no racial or ethnic 
group of the population (eg , black, Hispanic 
Indian) should have an infant mortality rate in 
axcess of 12 deaths per .1,000 live births. (In 
1978, the infant mortality rate for whites was 
12.0 per 1,000 Hve births; for blacks 23.1 per 
1,000 live births; for American Indians 13 7 
per, 1,000 live births; rate for Hlspanics ii not 
yet available separately.) 

c. By 1990, the neouauu death rste (deaths for all 
infants up to 28 days old) should be reduced to 
no more than €.5 deaths per 1,000 live births. 
:^Ll 91 *' n^Mtal death rate was 9.5 per 
1,000 live births.) 

d. By 1990, the perinatal death rate should be re- 
duced to no more than 5.5 per 1.000." (In 

i r33{ J** 10 ** 1 tad) »te was 15.4 per 
1,000.) 

•NOTE* TU perinatal death rate is total deaths 
(late fetal deaths over 28 weeks gestation plus 
infant deaths up to 7 days old) expressed as 
« rate per 1,000 live births and late fetal 
deaths. 

t. By 1990, the maternal mortality rate shouH 
not exceed 5 par 100,000 live births for any 
county or for any ethnic group (eg., black, 
Hispanic, American Indian). In 1978, the over- 
all rate was 9.6— the rate for blacks was 25.0, 
the rate for whites was 6.4, the rat* for Ameri- 
can Indians was 12.1; the rate for Hispanic* 
if not vet available- separately.) 

t Dy 1990, the incidence of neural tube defects 
should be reduced to 1.0 per 1,000 five births. 
(In 1979, the rate was 1.7 par 1,000.) 

S- By 1990, Rhesus hemolytic disease of the new- 
born should be reduced to below a rate of 1.3 

rv 1,000 five births. (Ia 1977, the rate was 
8 per 1,000.) 
•h. By 1990. the mddence of infants born with 
Fetal Alcohol Syndrom* should be reduced by 
25 percent (In 1977, the rate was 1 per 2,000 
births or aproiimately 1,650 cases.) 

•NOTO Same objective as for Misuse of Alco- 
hol and Drugs. 

— See Nutrition, 

• Reduced risk factors 

I By 1990, low birth weight babies CU00 grams 
tad under) should constitute no more than 5 
P«ceat of all five births. (In 1978, the pro- 
portion was 7.0 percent of a?] births.) 

J. By 1990, no county and no racial or ethnic 
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group of ihe population (e.g., black, Hispanic, 
American Indian) should. have a rate of low 
birth weight infants (prematurely born and 
small-for-age infants weighing less than 2,500 
grams) that exceeds 9 percent of all live births 
(In 1978. the rate for whites was about 5.9 
percent, for Indians about 6.7 percent, and for 
blacks nbout 12.9 percent; rates for Hispanic* 
are not yet separately available; rates for some 
other nations are 5 percent and less.) 
k. By 1990, the majority of infants should leave 
hospitals in car safety carriers. (Baseline data 
unavailable.) 

— See Nutrition, Family Planning, Smoking and 
Health, Misuse of Alcohol and Drugs, Sexually 
Transmitted Diseases, Immunization, Occupa- 
tional Safety and Health, Toxic Agent Control, 
and Accident Prevention and Injury Control. 

Increased public/professional awareness 

I. By 1990, 85 percent of women of childbearlng 
age should be able to choose foods wisely (state 
special nutritional needs of pregnancy) and 
understand the hazards of smoking, alcohol, 
pharmaceutical products and other drugs during 
pregnancy and lactation. (Baseline data unavail- 
able.) 

— See Nutrition, Smoking and Health, Misuse of 
Alcohol and Drup, Sexually Transmitted Dis- 
eases, Immunization, Occupational Safety and 
Health, and Toxic Agent Conuo 1 . 

Improved services/protection 

m. By 1990, virtually all women and infants should 
be served at levels appropriate to their need by 
a regionalized system of primary, secondary in d 
tertiary care for prenatal, maternal and perinatal 
health services. (In 1979, approximately 12 
percent of births occurred in geographic areas 
served by such a system.) 

n. By 1990, the proportion of women In any 
county or racial or ethnic groups (e.g., black, 
Hispanic, American Indian) who obtain no 
prenatal care during the tint trimester of preg- 
nancy should not exceed 10 percent (In 1978, 
40 percent of black mothers and 45 percent of 
American Indian mothers received no prenatal 
care during the first trimester; percent of His- 
panics is unknown.) 

o. By 1990, virtually all pregnant women at high 
risk of naving a fetus with a condition diagnos- 
abte in utero, should have access to counseling 
and information on amniocentesis and prenatal 
diagnosis, as well as therapy as Indicated. (In 
1978, about 10 percent of women 35 and over 
received amniocentesis. Baseline data' are un- 
available for other high riak groups.) 

p. By 1990, virtually all women who give birth 
should have appropriately* at tended, safe de- 
livery, provided in ways acceptable to them and 



their families, (In 1977, leu than 3 percent 
of births were unattended by a physician or 
midwife. Furthermore, of births which are at* 
tended by a physician or midwife, an unknown 
share arc not considered satisfactory by the 
women or their families.) 
q. By 1990, virtually all newborns should be pro- 
vided neonatal screening for metabolic disorders 
for which effective and eflcknt tests and treat- 
ments are available (e.g., PKU and congenital 
hypothyroidism). (In 1978, about 75 percent 
of newborns were screened for PKU; about 3 
percent were screened for hypothyroidism in the 
early 1970's, with the rate now rapidly increas- 
ing.) 

r. *By 1990, virtually all Infanta should be able to 
participate in primary health care that includes 
well child care; growth development assessment; 
Immunization; screening, diagnosis and treat- 
ment for conditions requiring special services; 
appropriate counseling regarding nutrition, 
automobile safety, and prevention of other ac- 
cidents such as poisonings. (Byline data 
unavailable.) 

— See Nutrition, Immunization, Accident Pre- 
vention and Injury Control. 

• Improved survelBance/evamatlon systems 

a. By 1990, a system should be in place for com- 
prehensive *ixH longitudinal assessment of the 
impact ot a range of prenatal factors (e.g.. 
maternal exposure to radiation, ultrasound, 
dramatic temperature change, toxic agents, 
smoking, use of alcohol or drugs, exerdse, or 
stress) on infant and child physical and psycho- 
logical development. 

4. Principal Assumption* 

• Assurances of participation in essential services will 
be enhanced by various programs of outreach and 
by communication with client groups to achieve 
styles of service that are appropriate and acceptable 
to different populations, and by initiating or expand- 
ing publicly sponsored programs of care as may be 
necessary for people who are not reached by private 
and traditional provider systems. 

• Current efforts to ensure an adequate supply of food 
will be continued and extended (WIC and food 
stamps). 

• Information will be routinely provided to pregnant 
women on serum alphafetoprotein screening; screen* 
inj wfll be provided for medical, obstetric, psycho- 
social and genetic risks, and participation assured 
in appropriate levels of diagnosis, support and 
treatment. 

• Prenatal care will routinely include education on 
avoidahle risks to maternal and fetal health during 
pregnancy, and to infant health following birth. 

• Perinatal .and infant care will include but not be 
limited to: 

— nutritional education and supplementation as 
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needed, including preparation ind support for 
WaMfceding (See Nutrition); 

— pt.whoMxrial supports which promote parceling 
hcruvior conducive 10 parent-child ittichinent; 

— prontoiton of lifestyles that encourage good 
parental, infant and child health practices; 

— • hnJ.jfv'^ that assure antenatal identification of 

risks, risk reduction activities and completed 
plans for participation in appropriate intrapar- 
tum nnd continuing infant care; 

— provision of Rhetus immune globulin to tli * h 
negative women, not previously sensitized, who 
have a known or presumed Rh positive 
pregnancy. 

Achieving objectives that' deal with mortality aid 
low birth weight presumes participation in compre- 
hensive services that will also work to reduce 
maternal and infant morbidity associated with life* 
sty)' and environmental risks, including; 

-- alcohol and drug use; 

• — smoking; 

•~ management of parental stress; 

— toxic 'uustances during pregnancy and lactation; 

— occupational safety and health; 

— prevention of infant and child accidents; 

— See Misuse of Alcohol and Drugs, Smoking 
and Health. Control of Stress and Violent Be- 
havior, Toxic Agent Control, Occupational 
Safety and Health, Accident Prevention and 
Injury Control. 

Reduction of unwanted and unintended pregnancies 
will achieve reduction of pregnancies in teenage and 
late cbildbcaring years, and will concentrate child- 
bearing during optimum maternal ages. Efforts to 
reduce unwanted pregnancies are presumed to pro- 
vide for: 

- education on sex, family life and reproductive 
health; 

— ready access to all forms of family planning 

services; 

— ready access to pregnancy testing, with asso- 
ciated counseling and referral; 

— Sec Family Planning. 

All needful infants and families will participate in 
support services (e.g., food supplementation, in- 
come supports, day care, minimum bousing) that 
are defined by National standards which assure 
equity. 

AH pregnant women will have access to regionalized 
system* of maternity care which astute services 
appropriate to need. 

Agencies receiving public funds related to health 
care — including Federal, State and local units of 
government, private agencies, and quasi-public 
agencies such as HSAs — will adopt these or more 
stringent objectives, and wi,l document their 
pr»grc>s toward meeting them. 



5* Data Sources 

a, To National tetel only 

• Health Interview Survey (HIS). Smoking and 
drinking prevalence among women of chitdbear- 
ing age. DHHS-NCHS. NCHS Vital and Health 
Statistics, Scries 10 t selected reports, and NCHS 
Advance Data from Vital and Health Statistics, 

. selected reports. Continuing household inter- 
view survey; National probability samples. 

• Hospital Discharge Survey (HDS). Deliveries 
in hospital. DHHS-NCHS. NCHS Vital and 
Health Statistics, Series 13, selected reports. 
Continuing survey, National probability sample 
of short-stay hospitals. 

• National Ambulatory Care Survey (NAMCS). 
Visit* to private physicians for prenatal care. 
DHHS-NCHS. NCHS Vital and Health Stalls- 
ties, ;Series 13, selected reports. Continuing 
survey; National probability sample office-based 
physicians. 

• National Reporting System for Family Planning 
Services (NRSFPS). Visits to famliy planning 
clinics. DHHS-NCHS. Annual Reports. Con- 
tinuous sample survey since June 1977; coo. 
tinuous full count reporting from 1972 to June 
1977. 

• National Natality F.o'now Back Survey. Selected 
data from 1964-66 Follow Back. NCHS Vital 
and Health Statistics, Series 22. Survey of 
mothers with legitimate live births; sample of 
birth records. 

• 1980 National Natality Survey/1980 National 
Fetal Mortality Survey. Birth and fetal deaths 
by numerous characteristics not available from 
the Vital Registration System. DDHS-NCHS. 
Currently in the field. Public use data tapes wiU 
be available from the survey. National sample 
survey. 

• National Survey of Family Growth (NSFO). 
Characteristics of women of chiWhearing age. 
DHHS-NCHS . . . NCHS Vital and Health Sta- 
tistics* Series 23, selected reports, and Advance 
Data from Vital and Health Statistics, selected 
reports. Periodic surveys at intervals of several 
yean; National probability sample. 

b. To State and/or local level 

• National Vital Registration System 

— Natality: Births by age, race, parity, marital 
status. Most States also have number of 
prerui.il visits, timing of first prenatal visit, 
educational level of mother, sometimes of 
father. DHHS-NCHS. NCHS Vital Statistics 
of the United Stu,es. Vol. 2, and Monthly 
Vital Statistics Reports, Series 21. Continu- 
ous reporting by States; full count of birth 
certificates 38 States, 50 percent sample 
sample remairing States. (Many States issue 
their own earlier reports). 

— Mortality. Deaths (including infant and fetal 
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deaths) by aft at death, sex, race. Some 
States link mortality and natality thus mak- 
ing full natality data availabU. DHHS- 
NCHS. Vital Statistics of the United States, 
Vol. 1, parts A and B; and NCHS Monthly 
Vital Statistics Report by State*. Series 21, 
selected report*. Continuous reporting by 
States, all events. (Many States issue their 
own earlier reports.) 

Hospitalized Illness discharge abstract systems. 

— Professional Activities Study (PAS). Pa- 
tient* in short stay hospitals; patient charac- 
teristics, deliveries, diagnose* of congenita! 
anomolies, procedures performed, length of 
stay*. Commission on Professional and Hos- 
pital Activities, Ann Arbor, Michigan, An- 



nual reports and tape*. Continuous report- 
ing from 1900 CP HA member hospitals; not 
a probability sample, extent of hospital 
participation varies by State. 

— Other hospital discharge systems as locally 
available. 

— Selected health data. DHHS-NCHS. NCHS 
Statistical Notes for Health Planners. Com- 
pilations and analysis of data to State level. 

• Area Resource File (ARF). Demographic, 
health facility and manpower data at State and 
county level from various sources. DHHS- 
Heaitb Resources Administration. Area Re- 
source File — a Manpower Planning and Re- 
search Tool DHHS HRA-80-4, Oct 79. One 
time compilation, 
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CHAPTER 3 
HEALTHY INFANTS 



Goal; To continue lo improve infant health, and. by 1990. to 
reduce infant mortality by at least 35 percent, to fewer 
than nlre deaths per 1,000 live births. 



Much haa happened in recent yean to nuke life safer for babies. The 
infant mortality rate now it only about onc*elghlh of what it was 
during the first two decadea of the century ^ Figure h A) thanks to 
better nutrition and housing, and improved prenatal, obstetrical, and pe- 
diatric care. In 1977, a record low of 14 infant deaths per 1,000 live 
births was achieved, a seven percent decrease from the previous year. 

Yet, despite the progress, the first year of life remains the most haz- 
ardous period until age 63, and black infants are nearly twice as likely 
to die • fore their first birthdays as white infants. The death rate- in 
1977 for black infants (24 per 1,000 live births) is about the same as that 
for white infants 25 years ago. 

Additional gains are clearly attainable, Sweden, which has the lowest 
rate of infant deaths, averages nine per 1,000 live births (Figure ) B) If 
present trends in the United States continue, our rate should drop 
below 12 in 1912, and new preventive efforts could allow us to reach 
the goal of nine by 1990. 

The two principal threats to infant survival and good health are low 
birth weight and congenital disorders including birth defects (Figure J- 
Q. Accordingly, the two achievements which would most significantly 
improve the health record of infants would be a reduction in the 
number of low birth weight infants and a reduction in the number born 
with birth defects. 

Other significant health problems »**_.dde birth injuries, accidents, 
and the sudden infant death syndrome which may be the leading cause 
of death of infants older than one month. 

But not all health problems arc reflected in mortality and morbidity 
figures. It is also important to foster early detection of developmental 
disorders during the flrsl year of life to maximize the benefits of care. 
And the first year is a significant period for ,-ying the foundation for 
sound mental health through the promotion of loving relationships be- 
tween parents and child 

Subgoal: ReducinR the Number of Low Birth Weight Infants 

Low birth weight Is the greatest single hazard for tnftittis. incrcAiiiig 
vulnerability to developmental problems— ami to death 
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FIGURE 3 C 

MAJOR CAUSES OF INFANT MORTALITY*. 
UNITED STATES, 1176 
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(>r ill infant deal ha, I wo-thirdi occur in those weighing leu than 3.3 
pounds (2500 gramt) it birth. In fault below (hit weight arc more than 
20 time* ai likely to die with in the flril year 

Low hirlh weigh! is sometime* associated with increased occurence 
or menial retardation, hirth derccis, growth and development problems, 
blindness, autism, cerebral palsy and epilepsy. 

In the United States in 1970, about seven percent or all newborns 
weighed less than 3.5 pounds. In Sweden, however, the figure was four 
percent- The difference probably explains Sweden's more favorable 
infant mortality experience. Because substantial reductions in infant 
mortality and childhood illness could b- expected to follow any signifV 
cant reductions in the number or infants or low birth weight in tins 
country, that should be a majnr public health goal. 

Many maternal factors are associated with low infant birth weight: 
lack or prenatal care, poor nutrition, smoking, alcohol and drug abuse, 
age {csjKvially youth or the mother), social and economic background, 
and marital status. 

(hven no prenatal care, an expectant mother is three times as likely 
to have a low birth weight child. 

And many women least likely to receive adequate prenatal care are 
those most likely to have other risk factors working against them. 

Women rrom ccrtiin minority groups are half as likely as white 
women to receive the minimum of prenatal care recommended by the 
American College or Obstetrics and Gynecology About 70 percent or 
expectant mothers under age 13 rtictv.c no care during the first months 
of pregnancy, the period most important to fatal development. 2$ per- 
cent «.i their babies are premature, a rate three times that for older 
mothers 

I he lower risk with regular prenatal care may result rrom the bene- 
fits of medical snd obstetrical services— and from accompanying social 
and family support services 

Infants horn to wnmen experiencing complications or pregnancy such 
at toxemia* and mrectiona of the uterus hive a four to live times higher 
mortality rale than others. For mothers with such medicol conditions a* 
diabetes, hypertension, or kidney and heart disease, there is a higher 
risk of hearing babies who will not survive their first year— a risk 
which competent early medical care can reduce. 

Maternal nuintion is a critical faclor for infant health Pregnant 
womrn lacking proper nulritmn have a greater chance or bearing either 
a low birth weight infant or a stillborn. Diet supplementation 
programs— especially those providing suitable proteins and 
calories- -materially increase the likelihood or a normal delivery md a 
healthy child, and attention to sound nutrition for the mother t* a very 
important aspect or early, continuing prenatal care 

Also haratdnus for the child arc maternal cigarette smoking and al- 
cohol consumption Smoking slowa fetal growth, doubles the chance or 
low hirth weight, and increases the risk of stillbirth Recent studies sug- 

• I.Mrmit pirvcnl in f...t p» nfnl Ml ptcgitMU tn u «.har*,t<rutd hy hijh hhkni 
piOM.if hMur iw<rllif»R hrjdtvhcv -ml pf>le>n in Ihr uftne li r« n ptuv.tfcc lonvultiont 
*■><! i»iiti4 in ihr nuWhrl. ilratt] fi»f ihr r t lo» 



gest that smoking may be a significant contributing factor in 20 to 40 
percent oflow weight infants born in the United Stales and Canada 
Studies also indicate that infants or mothers regularly consuming large 
amounts of alcohol may suffer from low birth weight, birth derecls, 
and/or mental retardation. Clearly, both previously developed habits 
need careful attention during pregnancy. 

Maternal age is another determinant or infant health Infants of moth- 
ers aged 33 and older have greater risk or birth defects Those of teen- 
age mothers are twice as likely as others to be of low birth weight. 
And subsequent pregnancies during adolescence are at even higher risk 
for co m plica tio in. Family planning services, therefore, are 
important— and, for pregnant adolescent*, good prenatal care, which 
can improve the outcome, is receiving increased emphasis m many 
communities. 

Racial and socioeconomic groups show great disparity in low birth 
weight frequency. Not only is infant mortality nearly twice at high for 
blacks as for whites, prematurity and low birth weight are also t-vtce as 
common for bla ks and sotnt other minorities 

Evidence indicates that the racial differential is associated with corre- 
sponding socioeconomic differences Analyses of hirth weight distribu- 
tion according to socioeconomic status among homogeneous ethnic 
populations reveal a clear relationship between birth weight and social 
class; the birth weight or blacl infants or higher socioeconomic status is 
comparable to that or whites 

Marital status is another important factor In 1975, the risk of having 
a low birth weight infant wa% twice as gre.it for unmarried us for mai- 
ried women -at least partly because the unmarried aie less likely to re- 
ceive adequate prenatal care 

Although farther research can help define more prdtscly the rela 
tionship between all these factors and low hnth weight and infant mor- 
tahly. we have clear indications of measures which can be taken now to 
reduce the risks. Chapter 8 w devoted to ilm»c measures 

Subgoal: Reducing the Number of Birth Defects 

Ihrlh defects include congenital physical anomalies, mental retarda- 
tion, and genetic diseases Many present immediate senou* hazards to 
infants. Many others, if not diognoscd and Heated immediately aftci 
btrlh or during the first year of life, can allcel health ami well being m 
later years. 

Birth defect* are responsible for one-sixth or all infant deaths I hey 
are the second leading cause or death fm children one to four years 
old, and the third leading cause fur thou- foe in 14 >e.its uld 

Nearly one-third of all hospitalized children ait admitted k\ ai.se of 
genetically determined oi influenced disoidt-is uhuli .iiim result m 
long-term economic ,md vtnial strains ft •■ tfU-% ted faimln > 

Approximately two to three percent of infants h.o< . o.-us hiitli 
defect identified within the fust weeks oi hie ami foe ir tit |. cui.nl i>i 
these are fatal Those most likely to Ik- lethal include mat lor nut kijis ut 
brain and spine, congenital head defects, ami conitiiii.it urns nl sevctaf 
malformations 
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In about one-fourth of birth defects, (he cause it thought lo be purely 
genetic; in one-tenth, purely environment*]. In (he remaining two- 
thirds, (he cause is unknown. Interaction between genetic and environ* 
mental factors is an important Concept guiding substantial research in 
(his area. 

Oivcn current knowledge many birth defects cannot be prevcnied. 
Hut many can be. Identifiable environmental hazard* can be reduced. 
Carrier identification, amniocentesis, and neonatal screening procedures 
(Chapter 8) can aid in detecting tome genetic disorders before, during, 
jnd after pregnancy. 

Inherited Factors 

Although some 2,000 genetic disorders arc known, fewer than 20 are 
responsible for moat genetic disease in this country. 
Five types cause most of the illness and dean. 

Down syndrome. One nf (he best known genetic disorders, Down syn- 
diome 1* associated with (he pretence of an estra chromosome, and 
occur* in abnul one of every hOOO births. Il causes physical dsfects 
which require lifelong care, and ts responsible for 15 to 30 percent of 
the seveic menial rctardatinn .n children living tn age 10. 

I he risk nf having a Down syndrome child increases with maternal 
age. especially after 35; at teas! one- fourth of (he 3.000 infants with the 
syndrome horn each year are (hose of women 35 or older Recent re- 
search has shown ihai the father, rather than mother, contributes the 
eslrJ chromosome in about one-fourth of all cases. 

IV.VWI syndrome can he detected by sampling intrauterine fluid 
through mmuven tests but the pnvcedurc currently is being pci formed 
fui only about 10 percent of the 150.000 women aged 35 and Older who 
become pregnant tn any one yeai The advisability nf having amnincen- 
is-sis il»-|M*mti upon individual circumstances and should he discussed 
Willi ,i ph>siv ,m 

Severe brain and spinal card (neural tube) defects. Neural tube defects 
mil i-nlt iKvur inu'e frequently than Down syndrnmc but alsi> result in 
rni.rc deaths wiilnn the first month of life 

< li.ir.n trn/cd l»y lack uf development of parts of the central nervous 
st sit-in .ir us skeletal protection, neural tube defects include spina bifida 
u sci tibial column defect) anil ancncephaly (very small head and 
hf.im) llu' defects ixvhi in about two of every 1.000 infants, half of 
it h* tin itn- in i lie newborn period In addition tn amniocentesis, a mater- 
udl bliHid screening teat foi a substance i ailed alpha* fctoprntein can 
dries l pregnancies ai risk for ncuial lube defects 

Risk tur i»c ii r. 1 1 tube defects ts I 5 times greater fnr whites than other 
t.».i.*l *:u»iips .\ l ereatist risk arc families with previous history of the 
.lilciis i« sviih an afTcctcd child, genetic counseling is recommended 
t-.i Hifiii 

/V/itti 'elated to particular ethnic group* these include ray -Sachs 
.iis.-.isi'. mi klr nil .mcinu. ami cystic fibrosis 

lay SaUis ih . .is.- ii Itm nnies more frequent anion** lewish families 
i.l Ast.Li-ii.iyi (I .istcfii ruhi|H a ari) descent than in thi* general popula- 
ihhi Milntifh ihiMten with the disease appear normal at birth, they 
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die by age rive a* a reams u« uicuuai rvuraauoo and progressive 

ne«rok>gio deterioration. The disease la caused by accumulation of a 
fatty substance in the brain. Because the responsible gene is recessive, 
Tay*Sacha disease occurs only when both parents carry the gene. Each 
prospective child then has a 25 percent chance of developing the dis- 
ease. Fortunately, a catrier detection screening test is ivailabk to iden- 
tify an at-risk couple before pregnancy. 

Sickle cell anemia is the most common serious genetic disease among 
blacks About 1.000 infants each year are born with sickle cell disease 
in which red blood cells are damaged because of altered stability of 
their hemoglobin content. Although no mentaJ retardation is associated 
with sickle cell disease, it is a serious condition leading to years of pain, 
difcomfort, and even death from complications. Specific treatment has 
yet to be found. 

Cystic fibrosis occurs primarily among whites >n about one of every 
2,000 births, affecting 1,500 infants a year. In the disease, abnormal pro- 
duction of mucus leads to chronic lung obstruction and disability 
during childhood and early adult life. The disease can alto affect the 
pancreas, liver, and intestines. In 1976. it caused the death nf twice as 
many infants as tetanus, whooping cough, syphilis and rubella com- 
buieri. Although there is no specific cure, there have been many ad- 
vances in caring for patients so that, if they lurvive through i, fancy, 
many now reach adult life. 

Stx-lfnked defects. These congenital disorders affect the sons of moth- 
ers who carry an abnormal X chromosome. Hemophilia and muscular 
dystrophy are two prominent e lamp lei The bleeding disorder, hemo- 
philia, is due to deficiencies in the clotting mechanism of the blood In 
muscular dystrophy, muscle Is replaced by fat. leading lo gradual mus- 
cular weakness and wasting. 

Metabolk disorders The most widely known of this group— and the 
nne for which infants are most frequently tested— is PKU (phenylketon- 
uria) It involves a genetic liver enzyme deficiency which allows an 
amino acid to accumulate abnormally, impairing brain function and 
leading to increasingly severe mental retardation later tn childhood 
PKU. which occurs in one of every 15.000 births, can be treated with 
special diet that compensates foi the enzyme deficiency 

Cogenital hypothyroidism (cretinism) is a more common metabolic 
disorder capable of causing mental retardation Some cases result from 
genetic predisposition but others may be the result of circumstances 
(eg maternal iodine deficiency) occurttng during fetal development 
About 600 infants a year- -one per 5,000 births - arc al fee led. hill early 
detection and prompt treatment vstth thyroid medication m the first 
weeks of life can prevent the retardation 

The availability of specific tests for both PKU and congenital hy 
pothyroidism has prompted States to constdei requiring both for each 
newborn liven though the uumtvt of affected babies detested ssill he 
small, the benefits of early diagnosis and (real me ut for the affected 
babies can be profound 
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fcxteraal Factor* 

fin lh defects can mult from etpoture of the fetua to Infectious or 
toxic agents during picgnaney, especially during the first three month* 
(fi'M trimester) 

Injtcuons Rubella (German measles), when it affects a mother during 
the first trimester, can lead to congenital malformation! as well as still* 
birth and miscarriage 

1 he greatest risk occurs when most women may not even be aware 
of being pregnant. The likelihood of rubella induced malformations is 
Approximately 23 percent during the first three months, after which it 
begins tu decline suhstantmlly. The moat serious problems for (he fetus 
include blood disorders, heart defects, cataracts or other eye defects, 
deafness, and nuld to profound mental retardation. 

t or prospective mothers who have not been exposed to rubella, vac- 
cination' prior to pregnancy can help prevent all of the problem* for the 
fetus 

Radiation and chemicals in the workplace. These environmental factors 
have thru greatest potential for harm during the early weeks of fetal 
development - again, often before a woman realizes that she is preg- 
nant And ihey remain haia/ds throughout pregnancy. High doses of 
ionising radiation in utcn> not only can increase risk of fetal malforma- 
tion, there is suggestive evidence of increased risk of subsequent leuke- 
mia and other childhood cancers To reduce risks, protect ive measures 
should be taken to help pregnant women avoid unnecessary exposure 

Drugs A broad range of medications, including some seemingt> in* 
not umi\ uvcr-ihe-counter preparations, may harm the fetus 

A now -classic example of drug hatfrd is the epidemic several years 
ago of birth defects caused by maternal use of thalidomide. Taken as a 
in ltd sedative and sleeping aid. thalidomide led to developmental dc* 
feels, particularly of the limbi, in approximately 35 percent of infants of 
mother* using it Throughout the world, an estimated 10,000 deformed 
infants were born Thalidomide was on the European market approxi- 
mately five years before the problem was identified and the product re- 
moved, bui it was never approved for use in the United Stales 

Other drugs known to cause birth defects include some hormones 
ukh DES (diethylstilbeslrol), as well as certain anli-cancet ond ami- 
nniuUant agents DL'S taken by mothers during pregnancy has been 
linked in vaginal cancer development in daughters during adolescence 
iiml caily Adulthood? 

Anmng drugs currently under study for possible birth defect poten- 
tial are warfarin, diphenylhydantom, trimelhadione, and lithium Some 
unmcti need these drugs for srnous problems such as post rheumatic 
heart disease, secures, and severe mental disturbances. Also under in- 
n-s ligation aic some drugs used during childbirth which may have del- 
MitKtii.il effects on the child's central itervnus system 

1; irtiio be emphasized to the public — and perhaps to some 
phtM-.UHi that exposure to any drug should be avoided at any time 
.luring pregnancy, but especially during the first trimester, unless there 
are overriding medical considerations to use a dtug for the mothcr'tf 



Alcohol. The incidence of ulcoholnnduced buih defects is now esti- 
mated to be one for every 100 #omen consuming more than one ounce 
of alcohol dally In early pregnancy. The feud alcohol syndrome there- 
fore accounts for the occurrence of approximately one birth defect in 
every 5,000 births in the United States. 

Affected ; nfanti are often of low birth weight, mentally retarded, and 
may have behavioral, facial, limb, genital, cardiac and neurological ab- 
normalities. 

The risk and degree of abnormality increases with increased alcohol 
consumption According to a Boston City Hospital study of infants 
born to heavy drinkers (average 10 drinks a day). 29 percent had con- 
genital defects compared to 14 percent for rru>derutc drinkers and Only 
eight percent among nondrinkers Furthermore, 71 percent of infants 
born io women who consumed more lh.-?n 10 drinks daily had detect- 
able physical and developmental abnormalities 

Safe alcohol consumption levels dunnp pregnancy have yet to be de- 
termine x But, in view of the association between high levels and fetal 
abnormalities, women who are pregnant or think they might be should 
be encouraged io use caution. And women alcoholics, until treated ef- 
fectively for their addiction, should be encouraged by public Informa- 
tion progrens and by direct counseling to avoid conception 

Other Important Problems 

Several other problems with major impact on infant health are noted 
in Figure 3-C. 

Injuries at Birth 

Birth injuries, difficult labor, and other conditions causing lack of 
adequate oxygen for the infant are among the leading reasons for new- 
born deaths. 

Although most pregnant women experience norma) childbirth, com- 
plications may occur during labor and delivery. Some— such as small 
pelvic cavity— can be delected in advance, during prenatal care. 

Others unidentifiable beforehand require prompt management They 
include hemorrhaging from (he site of attachment of the placenta (after - 
birth); abnormal placental location, abnormal fetal position, premature 
membrane rupture; multiple births, sudden appearance or exacci button 
of toxemia; and sudden intensification of a known medical problem 
such as heart disease or diabetes 

Sudden Infant Death 

Certain babies, without appaient cause oi warning, suddenly stop 
breathing and die, even after apparently uncomplicated pregnancy and 
birth 

This unexplained event, called the sudden infant death syndrome, is 
believed hy some authorities to be the leading cause of death for babies 
older than one month 



Recently evidence has been accumulating dial abnormal *lccp pat- 
terns wilh increased ruk of breathing interruption! (apnea) may be asad- 
ciatcd wilh the unexpected deaths. A variety of factors, luch m prcma- 
turity and maternal smoking, are emerging ai pouible contributors to 
increased risk for audden infant death, but there ii a need to learn more. 

' xlensivc research now under way should refine our ability to identi- 
fy high risk infants and effectively prevent their deaths. 

Accidents 

More than 1, 100 infants died in accidents in 1977. The principal 
causes were suffocation from inhalation and ingestion of food or other 
objects, motor vehicle accidents, and fires. Many deaths reflect failure 
to anticipate and protect agains' situations hazardous for developing in- 
fants. Child abuse may also account for some deaths. 

Inadequate Diets and Parental Inadequacy 

Although they are not major causes of death, prohlema related to 
mft.ni care have significant impact on infant health 

l-vcn in a society of considerable affluence, man/ infants are not re- 
ceiving appropriate dteta and suffer from ^tfMenciet of nutriema 
needed for development. Frequently, it is ovemutrition rather than un- 
dernutrition which *s the problem setting the stage for obesity later in 
life 

Recognition of the extent to which parental attitudes are important to 
a child's development- and, with it, the need to bring parent* and 
babici together psychologically -is receiVm* increasing attention 

Ken when an infant n us» be kept in the hospital because of low 
birth weight, early contact between parents and child may be helpful to 
i g»x»d m.iM in life and sound emoiional development. Breast feeding is 
in he encouraged nut only for its nutritional bcneflla but alto for the 
nintnhuiion it can make to psychological development. 

I he fact is that growth of a "sense of trust" has been identified as a 
vigntficant aspect of healthy infancy. Intimate, enjoyable care for babies 
rutins th.il growth and the building of sound emotional and mental 
health 

Moreover, recently, there has been growing recognition that certain 
disorders occur when there is neglec: or inappropriate care for an 
infant One ts failure to thrive" or developmental attrition— wilh the 
child luting ability to progress normally to more complex activities 
sui h as standing, walking, talking, and teaming Olher disorders linked 
to neglect or inappropriate care include abnormalities in eating and di- 
getlive func turns, sleep disorder*, and disturbances in other activities. 



All .»f these problems underscore ihe need for regular medical care 
during the pron.ii.il pcrux! and early months of infancy Such care 
\hinil.l U \rn\ihvfly designed to enhance the relniionship between par 
mis and i Inlil as well as to ensure sound nutrition, appropriate immuni- 



sations, and early detection and treatment of Any developmental prob- 
lems. 

As programs have expanded to provide better services to pregnant 
women and newborn bibles, the health of American infants has steadily 
Improved- These recent gains to infant health are indeed heartening. 

Moreover, more can be done To a greater extent than evi» before, 
we have a clearer understanding of the factors 'mportani to ensuring 
healthy infants. 

Section HI discusses in greater detail the actions we nan lake. 



mid nniy .W percent of the Nation'* school distncU olTer information on 
human reproduction and sexuality. 

A niajur focus of prmisry prevention efforts mutt be on providing 
contraceptive information and services to alt sexually active teenager* 
in a manner that is accessible, convenient, Inexpensive and. perhaps 
most importantly, is effective in communicating with them. 

f inally, family planning involves more than the question of ^'when** 
to have a child, for k me people, the question is "whether.'* There are 
couple* at high risk of conceiving a child with an inherited disorder. 
They may wish to consider that riak in deciding whether or not to have 
children. Alternative* available to auch couples include adoption, artifi- 
cial insemination, or conception and use of fetal diagnostic mensures. 

In some cases — sucfi as sickle cell anemia, Tay -Sachs i Use tie, and 
hemophilia— the important genetic characteristics can be detected 
before pregnancy through analysts of blood samples (carrier detection). 
Other genetic disorder*, described below, can be delected during the 
prenatal period through amniocentesis and anatysia of amniotic fluid, 
but detection of an abnormality may require a decision on an abortion. 

There should be greater effort by physicians, clinics, other health 
providers- and by schools—to make the availability of these testa and 
alternatives more widely known. 

Pregnancy and Infant Care 

The chance that an infant will be of low birth weight and at in- 
creased risk of developmental problems, and perhaps death, is height* 
ened by lack of early, regular, quality prenatal care, as noted in Chap- 
ter .1 

Although between 1969 and 1977 the proportion of women receiving 
prenatal care during the first three months of pregnancy increased from 
6fl to 74 percent, too many still do not receive care unti' the last three 
months— and the greatest risk is for the one to two percent who re- 
ceive none at all. 

From 1950 to 1977, infant mortality dropped from 30 to 14 death* 
per 1 .000 live hirths. While some of the improvement was due to great- 
er availability of regionalized intensive care units for newborns, better 
prenatal services have clearly played an important role. 

Maternity and Infant Care (MIC) Projects— part of a national effort 
to provide auitiance lo vulnerable populations— have consistently been 
associated with declines in low birth weight incidence and infant mor- 
tality. 

In Birmingham. Alabama, for example. aAer the MIC project began 
in 1967, prenatal clinics available for low income pregnant women in- 
creased and the proportion of women receiving prenatal care during 
the first trimester rose from 24 percent In 1961 to 39 percent in 197$. 
Although direct cause and effeci relationship cannot be determined, 
infant mortality in this area dropped from 23 deaths per 1.000 live 
htiiru tn 1^65 to about 14 tn 1977— and infant deaths during the first 
month of life went from 19 to 10 per 1,000 live births, s 47 
decrease 



In Denver, Colorado, infant mortality wax 2$ per I .OCX) live births 
when the MIC project began in 1965; by 1972, it was down to 17 and 
the incidence of low birth weight also had declined. 

Prenatal Care 

What are the important services needed during pregnancy? 

They include thorough assessment of any special risks because of 
family history or past personal medical problems, physical examination 
and basic laboratory tests; amniocentesis where indicated; and counsel- 
ing ott nutrition, smoking, alcohol use, exercise, sexual activity, and 
family planning (Figure l-A). 

Through a prospective mother's carefully recorded medical experi- 
ence and family history, it is possible tq identify factors which may put 
mother and fetus at apecial risk for avoidable problems. 

About 10 percent of women at high risk of having a low birth weight 
infant can be identified to the first prenatal visit, and action can be 
taken to reduce the risk. Without such care, a* noted in Chapter 3, an 
expectant mother Is three times as likely to have a low birth weight 
child 

Through family history, risk can be Identified for several Inherited 
diseases, Including Down syndrome, Tay-Sacha disease, and metabolic 
disorders, all discussed in Chapter 3. 

Women with histories of such problems as repealed miscarriages, 
bleeding, and ^renuture membrane rupture are at increased nsk for not 
hsving a live and healthy baby— but measures can be taken during 
pregnsncy to reduce the risk. 

Also needing more Intensive obstetrical care sre women who have 
congenital reproductive tract malformations or medical problems such 
as diabetes, hypo- or hyperthyroidism, heart disease or kidney disease. 

Laboratory tests are important because they can confirm problems 
suggested by an expectant mothers family or individual history 

Women who tend to be more susceptible to toxemia of pregnsncy sre 
those with aigh blood pressure, diabetes or kidney disease 

Toxemia, which, when present, ususlly occur* during the second half 
of pregnancy, is characterised by rspid weight gain, swelling of legs 
snd eyelids, headaches, elevsted blood pressure, and loss of protein in 
the urine. If it persists, it can threaten the pregnant woman's life 
through complications such as convulsions snd stroke— snd lead to fetal 
death. 

When detected, toxemis can be controlled by rest, sedatives, antihy- 
pertensive and anticonvulsant drugs, and correction of chemical imbal- 
ances In most cases, it subsides after pregnsncy but in some it has re- 
sidual effects- 

For women 35 and over, those with s history of multiple miscar- 
riages, snd other* with certsin genetic Indication^ smniocentesis should 
be offered In this fetal diagnostic procedure, which i« used at about the 
16th week of pregnancy, a needle is inserted through ihe wsll of the 
woman's abdomen into the womb to withdrsw s ample of amniotic 
fluid containing cells shed by the developing fetus Cells and fluid can 
be analyted for chromosomal and biochemical defects 
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PREVENTIVE SERVICES FOR THE PREGNANT WOMAN AND FETUS 
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Currently, about |00 conditiona can be reliably detected by ammo- 
centesis, Including Down syndrome and neural rube defect* Neural 
tube dermis also can be detected during pregnancy by a blood lest and 
in some cases, by ultrasound examination Women with family histories 
nr such genetic problems, or of multiple birth defects or inherited meta- 
boltc disorders, are at higher risk of having a fetus with a defect detect- 
able through amniocentesis. 

Also very important in prenatal care is the counseling of expectant 
mothers on potential problems for the fetus chat may be caused by 
smoking, alcohol use, and poor nutrition, including referral, when nec- 
essary, to suitable social support services. 

It would be difficult lo overcmphMiM the need for seeing to it that 
nutritional requirement* are met during pregnancy. There arc increased 
rcquircments-especially for calorie*, iron, calcium, phosphorus and 
prolein-snd all the more so for pregnant teenagers whoso require- 
nicitts may be further increased by habitual poor dietary habits coupled 
with the accelerated needs associated with adolescent growth. 

Maternal nutritional deficit* have been shown to materially increase 
chance* for low birth weight or alillbirth. 

As early as 30 /ears ago. diet corrcction*~cvcn in the last weeks of 
prcgnath,y-for women who had experienced famine conditions in the 
first trimester were found to help offset the potential effect of severe 
caloric deficiencies on the birth weight of their babies 

Although Taminc condition* do not exist m the Untied State*, nutri- 
tional and socioeconomic status are linked, and many pregnant women 
even some with incomes above poverty level, are not receiving ade- 
quate dwi for normal fetal development Providing an important ad- 
junct to good health care are programs such as the Department of Ag- 
riculture s Special Supplemental food Prog mm for Women. Infants and 
Children (WIC) which gives dietary Supplements and nutrition educa- 
lion at no cost for ertain pregnant women, mfams. and children up to 
five years of age 

Even before they become pregnant, women need to know about fac- 
tors ih.it may aiTcct the health of then future babies While providing 
information about risks of using cigarettes, alcihwl and drugs, is an ,m- 
porlant part of prenatal care, many svomen are pregnant several week* 
before Knowing thc> arc- and n is at the very early stages that the 
fetus is most vulnerable 

I-^rly on. loo. the fetus can be affected by t«, XK i hernials and infec- 
t«Hji agents Moreover, exposure to ionizing radiation above a certain 
level ttt the first week or two of pregnancy increase* risk of spontane- 
ous abortion and subsequent exposure. vsiMXtany during weeks tw0 
through six. increases risk of malformations and tome chtldhood can- 
^r», including leukemia 

Here, again, we need intensified educational efforts by schools, health 
providers, and the media. 
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The Dlrth Proves* 



Alii |sh mow *omcn cspi-rirmc uncomplicated childbirth, about 20 

percent hive some problem during labor, according to ihc Notion- 
al Nawltt) Sur*c> f , 

there m.i>. for example, he hemurrhngmg. Hidden worienuig of tov 
emia, or impaiimcnt of oxygen suppW lo the fclu- because of us nosi- 
turn in the uterus. 

Hvcaute these problem* require prompt miervenliou, preventive care 
dunna pregnane) «hould ol*o focus on the birth process itself and in- 
clude education about childbirth and preparation of both parents, with 
underlining of ihc importance of electing a place for delivery in or 
near facilities that can be used to respond .to emergency situation* 

Recent technological advance* promise improved capability for re- 
MWmg to birth process problem* Electronic fetal monitoring, for ex- 
ample, ha* improved ability lo delect felai dislrcaa and therefore to *avc 
the live* of many high risk infants While the technique, if nnl used 
Properly, may leid to needle** surgical deliveries as well as maternal 
infection*, it can offer significant benefit* when appropriately used lo 
monitor high risk pre;. laocies- 

postnatal Care 

Once a baby t* born, prospect* for good health can be enhanced by a 
number of preventive service* (Figure 8-B). 

A *implc bh*>d te*l can be used to screen newborn* for VKV (phen- 
ylketonuria) arid congenital hypothyroidism With dietary manipulation 
fur an infant with PKU. and Ihyroid hormone medication f»r one \nth 
hypothyroidism, mental retardation and other problems that other wise 
would develop can be avoided. f 
Routine neonatal care also includes intramuscular administration of 
vitamin K to prevent the Weeding which occasionally occurs in new 
born*, and instillation of silver nitrate solution in the eyes lo prevent 
eve infection which might occur if the molher has active gonorrhea 
Prevention of Rh (rhesus) •ensiluauon is a major advance. The sensi- 
tization can occur when a mother hs* Rh negative blood and the fetus 
ivne is Rh positive It can be pievenled by administering a blood 
protein -Rh immune globulin -to the rather after the birth af an Rh 
positive baby or after a^bortion or miscarriage. If the "nmune globu- 
L .* not .dminiuered. jhe molher may develop antibodies to the baby * 
red blood cells and the a'ntibodie*. during a subsequent pregnancy w.ih 
an Rh positive fetus. buy destroy the infant's red blood cells, producing, 
anemia, brain damage>$pontaneous abortion, or death- 

Since introducuon of Rh immune globulin in 1968. the estimated inci- 
dence of erythroblastosis fetalis, (ihe disease caused by ™ mconiptobi- 
iny) ha* dropped from about 41 case* per 1.000 births in 1970 to about 
I 6 per 1.000 lit W 

l>*pue its relative lack of public attention, the disease is still a *ig 
mncant preventable problem which affected 2) J "fmh in W 7ft. W 
times the number born with congenital rubella syndrome that year Yet. 
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PREVENTIVE SERVICES FOil THE NOflMAL INFANT 



HISTORY AND 
PHYSICAL 

Examination 



PROCEDURES 



IMMUNIZATIONS 



PARENTAL 
COUNSELING. 
WlTH REFERRALS 
AS NECESSARY 
AND DESiRED 
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SERVICES 
LenQin tod WaiQht 

Hild CitCi#mlartnca 
Urtn* SU«tm 
Cn«ck tot Congomtai 
AbnO/mailliat 

Da*aiopmentai 

Aftft»»5m«nl 

PKU SciMntng T til 
Thyro*tn H 
Vlltmin K 
Si!v«i N..ralS 
PtQPhviaxii 

OipMhtna 

PtMullil 
Tattnut 
ue«»i«»' 

Uginpl 1 

Hubftlit*. 
Poiiomyaiitia 

InltH Nutrition and 
T »*dlnfl Practical 

(aspacit'iy D>*Mi 

r»(K5inQl 
- Pat anting 
inranl HyQitn* 
AcCIOfni«l InJuOr Prt»in 
Hon (including ul« o' 
•utomotwa raiwaintu 
Famrly Planning and 
Rotorrti for sanricai 
Child Ctia 
Aitftngomantt 
MvdklAI Ct'« 
Aftangamantf ^ 
pAimUl Smoking. 
U*« ol Alcohol, 
•nd Orugi 
PA/0nl«> Nutrition. 
Pr» y tlC»1 Activity 
and EatrCito 

in Ratponaa to 
Partnta' Concorni 



etHTH StCONO bUBbEOUENT 
VtSlT Vi&tT- VISITS' 



S«COnd viail ihouid occur within 10 d»T I Ot t*lo»* tMving tna hospitf 
'^Our hfftJth viaill m« rati ol >>ral raa/ or onough to P«0*tO# immunuHioni 
'Mftiltf, mympa. and tutmitt rnvnimll »t»on t occur •» tS month* 



.i|ipmi»n.ilf postnatal inicrscniion «ould do away olinmt entirely wuh 
Clic loease . 

Breast feeding Krftoiional and physical nur luring ore vital to an in- 
font's health ant! breast feeding provides a way of enhancing both. 

I'ltltl this century, breast feeding was the principal source of nutrition 
for infant* dining ihe first mk months or life, the period of most rapid 
titrnlh in the N4(H about twothirds or infants were being breast-fed 
but by the late |9bOs and early 1970s, the proporticn was down In 
ab«Mit 15 pctecnl Recently. Ihe trend ha* reversed: a 197i. survey found 
more than half or all mothers rreast feeding. 

Human breast milk provides nutritionally complete, convenient, 
pre warmed fotxl Tor mlants Urcast reeding also increases molher-infam 
contact, confers some protection from Infectious disease* by transfer- 
ring antibodies horn mother to child, and helps women who have 
gained excessive weight during pregnancy to lose it 

Moreover. breast fed mfxnts rarely are obese and virtually never de- 
velop iron deficiency anemia, the most common nutritional problem or 
A nur nan infants »r the nursing mother is healthy and well Ted, flu- 
oride and possibly vitamin D may be the only supplements needed by 
the baby After about four months. B source of iron may also have to be 
added to die diet 

Commercial formulas are available and when prepared according to 
direr turns provide adequate nutrition but. in contrast to breast feeding, 
they air noi regarded a\ ibe optimal food source 

Sohti f<xxi\ Solid foods should be introduced wt'h carc-gcnc.ally 
not mini the baby is at least thiee months old No advctsc effect* occur 
sshcn solid loud- and vow's tnilk introduction i* delayed until mucb 
later m iiifam y 

On the othn ri.mil. svhtn fed too early, solid food may predispose an 
infant to food allergies, overeating, and choking ' 

In choosing volnl fund*, mothers should use nutritional value ratber 
■ halt taste as ihe piinury guideline An inrant does not need swecleiieii 
or vailed food and tmnmeicial baby fivxls •bould not be supplemented 
is nh esiia s»uai or salt 

Ness mkkIs shoiilil Ik mtioduectl one at a nme. with each conttiried 
r„, t week before .mother is inlnMuced I Ins helps identify ami avoid 
food 111tnlh.tlk.rs .m allngies ( o-muonly. ncr ceieals aie used Hist, fol- 
limed b> fiuils and vegetable*! aw! finally by meat lo detcrnune the 
proper d.et foi .in infant, |urenis would do well to consult a pediatri- 
cian, dieniidn. or other health piofe*sM»nal 

Immunization* 

Heiause of uouto. dm-ws Hut once ranked among the leading 
,auus ot death paitKiiljily • In W ten. now arc icgarded ssith less 
.omen. I iguie itf slmsss ihe ihange in incidence due to mimum/*- 

lH Hut while sobslaiiii.dl> teduced as threats in most cascs-and elimi- 
nated in the case of smallpox - these diseases still can be quite danger- 
ous KetcM epidemic, of measles and ,*rlussis. and occasional out 
breaks of diphtheria and polio. Militate that, short of complete eradica- 




tion, reduction in n disease's incidence is ivmpmary and immunization 
rnusl be continually cinphasi/ed 

Childhood Immunization 

Kadi of the seven major childhood mfci lious diseases sshich tan be 
prevented by immunization - measles, mumps* lubclla. polio, diphthe- 
ria, pettussis, and tetanus- can cause »>crni:incn( disability and. in some 
cases, death 

The provision of protection against these problem: has become a na- 
tional priority When polip vaccinatum became possible in the 1950s the 
Federal government moved to provide funds lo Slate and local health 
departments for large-scale immunization campaigns Similar campaigns 
were begun when incaMes and rubella vaccines were introduced The 
combined Federal, State and local elTotts were notably successful 
(Figure 8.C) 

Vet vigilance in maintaining lmmuutzaliun levels has waned and large 
numbers of children are not adequately immunized In 1976, more ihan 
a third of all children under age 15 were not properly protected- and 
the following year rubella iases increased by 63 percent, measles eases 
by )9 percent, and whooping cough cases by 1 15 percent 

In response to the low immunization levels and disease increases, the 
President in 1977 began a major Childhood Immunization Initiative 
That Initiative reflects recognition of the need for a coord mated, broad 
Iy«based national effort to attain and sustain adequate immunization pro- 
tection 

With the combination of safe, effective ttn cincs. public and private 
programs, and a reliable disease surveillance and outbreak containment 
system, infectious diseases can be controlled In fact, complete elimina- 
tion of measles is svithin reach and has been set as a national goal 

Although universal childhood immunization could eliminate a vast 
amount or suffering and permanent damage, barriers v 'Xist Public inter- 
est must be maintained and parents must ensure that children aie pro. 
teetcd The effo-t must be broad, involving not only public ami pi is ate 
health seclois but also education, social services, and other tii-lds A 
recommended schedule is shown in Ptgtirc K-U 

lo help patents, health departments and schools should maintain our* 
reach programs and educational efforts ^ well as programs making 
health services avai'ahtc on a continuing basis. 

Ihe poor are * particular concern smcc survey data indicate they 
consistently have lower immunization levels and higher dneo.se tnci* 
dencc Medicaid experience has slnissn th.it even ssbcic pas men) for 
preventive services is provided, there is nu assurance ihat the soisn.es 
ssill be used 

On the other hand, neighborhood health centers, tluldien and youth 
cenrers. and Health Maintenance Organizations base demonstrated th.it 
wheic seiviccs arc provided in .in organized setting, respimsisc in the 
needs of (he population served, and coupled ssith outreach and follow - 
up n" s. preventive services may be used appi 'taiely by ad income 
groui 
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Mr. Sikorski. What year did the PHS have any indication that 
the goals for blacks was less likely to be achieved than the overall 
rate*? 

Mr. Brandt. 1982. 

Mr. Sikorski. 1 think you mentioned— I don t know if the date is 
in the record— on January 16 of this year the Director of the Na- 
tional Center for Health Statistics projected that at the current 
rates, the goal for black infant mortality simply would not be met. 

Mr. Brandt. That is correct. As a matter of fact, the projection 
that I was provided is in the testimony, and our projection is 13.5 
rather than 12; that is assuming no change. This is 1984, and we 
are talking about 1990. 

Mr. Sikorski. The goal would not be achieved if the current 
trends continue, I think the report states? 

Mr. Brandt. That is correct. _ 

Mr. Sikorski. In fact, this is the first time the administration has 
put its awareness of the anticipated failure to meet the 1990's ob- 
jective into the public record, is that correct? 

Mr. Brandt. Well, it depends on what you call the public record. 
The public health reports, which is the journal in which we publish 
progress reports on each of these objectives, certainly alludes to it. 
I don't think— I will have to go back and look specifically to see 
whether those goals were addressed. But I think we point out there 
are some problems, yes. 

Mr. Sikorski. If there are any allusions that rise to the level ot 
informing the public of failure on that objective, I think the record 
should be held open for you to submit those. 

Mr. Brandt. All right, sir, I will have to go back and see. I am 
not absolutely sure about that particular progress report, but I will 
go back and read it and see. 

[See correspondence beginning on p. 275.] 

Mr. Sikorski. Prior to this admission or statement of concern 
about the goal not being reached, you previously focused on the 
problem of the etiology of low birth weight, is that correct? 

Mr. Brandt. Yes, sir. 

Mr. Sikorski. You did two things, as I understand, you estab- 
lished the low birth weight task force, and you asked the National 
Institutes of Health to ideni ify gaps in research activity, is that 
correct? 

Mr. Brandt. That is correct. 

Mr. Sikorski. And do you agree that neither of these responses 
will result in any immediate change in intervention activities for 
the populations at risk? 

Mr. Brandt. Well, I suspect that they won t. 

Mr. Sikorski. You suspect that 

Mr. Brandt. That they will not. 

Mr. Sikorski. And I believe I am . 

Mr Brandt. Because, again, I just want to keep coming back,, 
that the Institute of Medicine has brought together a panel of ex- 
perts, and they addressed the same kind of problem. The point is 

th Mr. Sikorski. I understand those points, but I just want to make 
sure that we understand the context of this discussion here today. 
That is that there have been two responses mentioned in your tes- 
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timony; yet these responses are not intended to affect the popula- 
tions that are at risk or change those line3 in any way, at least in 
the immediate timeframe. 

Mr. Brandt. I fully hope the information will come so in the not- 
too-distant future we can do something about it. 

Mr. Sikorski. How soon? 

Mr. Brandt. That is the reason for doing it. 

Again, you ask^me to predict the outcome of 

Mr. Sikorski. I am asking you to predict because sometime we 
will have Presidents, Senators, and chairmen of other committees 
come from the ranks between me and that seat over there. At that 
point, I don't want to sit with you or your successor and ask the 
same question 30 years from now. 

Mr. Brandt. At that time it will be my successor. 

I think 

Mr. 3ikorski. Are we talking months? 

Mr. Brandt. No; we are not talking months, I think the earliest 
you could expect significant results from those research projects 
would be 3 to 4 years. If the low birth weight task force will, in 
working with the IOM group and others, begin to identify some ini- 
tiatives that we should undertake immediately, we will undertake 
them, but I don't— I am not 

Mr. Sikorski. We do know there ait Me nonresearch things 
that relate to low birth weight that are not being initiated at this 
time. 

Mr. Brandt. Like? 

Mr. Sikorski. The whole issue of smok ng, the rest of it, maybe I 
can get into that. 

You have indicated there are certain areas where we have made 
great progress in saving babies, both black and white. The most im- 
pressive success has been with newborn intensive care, that success 
in the regionalized system for supplying this sort of newborn care 
is enhanced by advance knowledge of the need and that an effec- 
tive way to identify these high-risk infants is for the medical team 
to see the mothers in prenatal care, to predict and delay premature 
labor, to discover high blood pressure, eclampsia, anemia, diabetes, 
infection, and other chronic treatable diseases in the mother to im- 
prove nutrition and to stop smoking, alcohol, and drug abuse. 

Is that a fair summary so I don t have to ask you for each one? 

Mr. Brandt. That is a fair summary except you left out the age 
situation, and no amount of intervention can mako a 16-year-old 
girl older. That is the other major factor. 

Mr. Sikorski. The reason I ask the question is you want to focus 
on the things we can't change. I want to focus on the things we 
can. 

Mr. Brandt. Oh, fine. 
Mr. Sikorski. OK? 
Mr. Brandt. Fine. 

Mr. Sikorski. You highlighted that concern. I think that is a 
frustration of some of the people who ask questions before this 
committee. 

Looking at barriers to prenatal care, you concurred that prenatal 
care is useful for identifying high-risk pregnancies, for correcting 
certain problems and for getting proper delivery and newborn serv- 
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ices. Would you agree that many women in the United States don't 
receive such prenatal care? 

Mr. Brandt. I would certainly agree there are women in the 
United States that don't receive prenatal care. I don't know the 
numbers specifically, no, sir. But I would agree that there are too 
many women who don't receive prenatal care. 

Mr. Sikorski. * don't know the number specifically either, but we 
are talking about millions, aren't we? 

Mr. Brandt. I suspect. 

Mr. Sikorski. Are there a few things that contribute to failure to 
connect pregnant women with effective services, for example, not 
haying a doctor, not being able to afford a doctor, not knowing that 
it is useful and not knowing that you are pregnant, is that a fair 
summary? 

Mr. Brandt. Yes, sir. 

Mr. Sikorski. Would you agree that it could make a difference 
on this problem if we could overcome these obstacles to get prena- 
tal attention for these pregnant women? 

Mr, Brandt. I would agree that be a great help if we could over- 
come some of those obstacles. 

Mr. Sikorski. You indicated that in the programs of the Public 
Health Service, your goals are to reach all women starting with 
family planning services and continuing into planned pregnancies, 
have you not? 

Mr. Brandt. Yes, sir. 

Mr. Sikorski. Where is there a Public Health Service program in 
place— where there is a public health service program in place, re- 
sources are present to meet the needs. Would you agree that there 
are places in the United States where the service capacity of the 
doctors and nurses, and whatever, are just not there within at least 
a reasonable distance? 

Mr. Brandt. Yes, sir. 

Mr. Sikorski. These most likely would be rural areas, and many 
urban areas lack sufficient supply of doctors who will treat the 
poor and minorities, would you agree? 

Mr. Brandt. I agree that there are— there are areas in this coun- 
try that will never be adequately covered by medical care. There 
are areas that are very isolated; Loving County, TX with a popula- 
tion of less than 200 people scattered over a wide, wide area will 
never have a hospital or a physician there. They are going to be at 
some distance from medical care. 

So I think 

Mr. Sikorski. Let's not continue to focus on the worst-case situa- 
tion; there are a lot of people in the largest city in the world that 
don't have access to care. 

Mr. Brandt. I just w^nt to make it clear 

Mr. Sikorski. I am a realist. You don't have to point out 

Mr. Brandt. Fine. 

Mr. Sikorski [continuing]. To me the problems we have in the 
country— what I am trying to focus on is that there are rural areas 
and urban areas, for whatever reasons, that just don't have the fa- 
cilities or the services available for this prenatal care at this time. 

Mr. Brandt. There certainly are some, yes. 
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Mr. Sikorski. And that a lot of them are not in the worst- case 
situations, what was it, Lubbock County? 
Mr. Brandt. Loving County. 
Mr. Sikorski. Loving? 
Mr. Brandt. Yes. Some of them 

Mr. Sikorski. I never had the privilege of being there so I don't 
know. And the way you describe it, I will think twice about it. 

Mr. Brandt. They don't have an airport, either. 

Sure, those issues have to be settled. That is one of the reasons 
why one of our major goals has been to work with States and local 
authorities to try to assist in the solution of those problems. That is 
why we have again entered into agreements with 36 states on com- 
munity health centers, with 30 States on the National Health Serv- 
ice Corps, with 40 States on family planning to allow those States 
to develop a total plan to meet these kinds of problems that they 
have. * 

And we will then collaborate v/ith them in the location of com- 
munity health centers as clinics or the location or assignment of 
National Health Service Corps officers 

Mr. Sikorski. Dr. Brandt, that sounds good, and I am sure there 
will be some good that comes out of it, but I served for 6 years in 
the State Senate on the Health, Welfare Corrections Committee, 
and it was for the last 2 years in charge of our largest part of our 
btate budget, and there is a big gap between those stated goals and 
agreements and the reality of getting these pregnant women the 
type of prenatal care that we all agree is important. 

Getting back to that issue, this gap between the services and the 
numbers explains why some women just don't get the continuity of 
the prenatal care they need, why some women get prenatal care 
late in their pregnancies rather than early, and why some women 
just don t get any. prenatal care at all, is that a fair summary? 

A*r. Brandt. I think that the lack of access to the system certain- 
ly will explain a portion of the problem. 

Mr. Sikorski. I would like to congratulate you. I was delighted to 
see in your statement that the Public Health Service is examining 
the decline in receipt of early prenatal care among pregnant black 
women m 1981 mortality data. I know your next visit with us, we 
will all be eager to hear how you use such indicators to make 
public health interventions to reverse the situations. 

Mr. Brandt. I would like to point out that those women 

Mr. Sikorski. Not 30 years from now. 

Mr. Brandt. Yes, sir. 

I would like to point out t!>at that natality survey, was of women 

r , 0 non nc ^ eived , in 198 °- 80 that the data there are really from April 
of 1980 through March 1981. That shows that the decline in prena- 
tal care— which is, by the way, slight, about 1 percent— had al- 
ready begun somewhat earlier even than I think most of us real- 
ized. 

But we will, in fact, try to report back to you on the progress 
Thank you, air. 

Mr. Sikorski. My concern is with the health interventions that 
you people are going to be doing. 
Mr. Brandt. Yes, sir. 
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Mr. Sikorski. One fundamental question has been, what should 
be done for women in prenatal care? The American College of Ob- 
stetrics and Gynecology produced guidance for practitioners, and 
you have decided, have you not, to adopt these? 

Mr. Brandt. Yes. We have adopted those. 

Mr. Sikorski. Don't these standards include the following advice: 
early prenatal care, continuity, certain diagnostic procedures, ap- 
propriate interventions, et cetera? 

Mr. Brandt. Yes, sir. 

Mr. Sikorski. And, if Imay, Mr. Chairman, at this point I would 
like to put the guidelines of the standards for obstetric and gyneco- 
logical services from the American College of Obstetrics and Gyne- 
cology into the record. 

Mr. Dingell. Without objection, the staff will review that and 
insert the appropriate portions in the record. 

[Testimony resumes on p. 171.] 

[Excerpts of tht documents referred to follow:] 
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Obstetrics: Ambulatory Care 



Every woman should have a comprehensive program of antepartum care that 
begins as early in the first trimester of pregnancy as is possible. Early diagnosis 
of pregnancy is important to establish the management plan appropriate to the 
individual. 



SERVICES 

The physician and other members of the health care team, should discuss the 
proposed plan of antepartum care with the patient. The discussion should 
include an explanation of what kind of care can be provided in the office, 
necessary laboratory studies, the expected course of the pregnancy, signs and 
symptoms to be reported to the physician, the timing of subsequent visits, 
educational programs, alternative birthing procedures, and the general plan fa; 
hospital admission, labor, and delivery. The discussion should also include an 
explanation of the roles of various members of the health care team, office 
policies (including how to reach the physician in emergency situations), and 
alternate physician coverage. Specific information regarding co6ts should be 
provided so the patient can make financial arrangements for medical care, 
special laboratory costs, and hospitalization. 

Pregnancy Evaluation: General Guidelines 

INITIAL EVALUATION 

During the initial evaluation an obstetric data base should be established for 
each patient to include a comprehensive health history; current pregnancy; 
past medical, family, and social history; physical examinati'. n; laboratory pro- 
cedures; and risk assessment. 

History. The health history should include the menstrual history and a detailed 
record of the current pregnancy. Data on the current pregnancy should include 
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10 • STANDARDS FOR OBSTffTOC-CYNBCOUXlC SERVICES 

factors that help Identify the pitient at high risk, such u age, vaginal bleeding, 
edema, urinary infection, rubella, radiation exposure, use of medication, and 
use of alcohol, tobacco, or other addicting substances. The past obstetric review 
should include the number of full-term pregnancies, premature pregnancies, 
spontaneous and induced abortions, number of living children, spacing of pre- 
vious pregnancies, length of each gestation, route of delivery, sex and weight 
of the newborn, and any complications, particularly those resulting in fetal or 
neonatal deaths. 

Emphasis should be placed on drug sensitivities and other allergies, oper- 
ations blood transfusions, blood group and Rh type, diabetes and other meta- 
bolic diseases, vascular problems, sexually transmitted diseases, convulsive 
disorders, gynecologic abnormalities, and serious injuries. The previous admin- 
istration of Rh immune globulin should be specifically noted. 

The family history should include information on metabolic disorders, cardio- 
vascular disease, malignancy, congenital abnormalities, mental retardation, and 
multiple births. The social history should include the patient's occupation and 
work environment, ethnic origin, and educational background. Religious be- 
liefs precluding or mandating a certain type of therapy should be noted. 

The patient's current nutritional status and habits should be evaluated. (Other 
special topics of concern during the initial evaluation are discussed separately in 
this chapter under the appropriate sections on Nutrition, Health and Childbirth 
Education, Pregnant Women in the Work Force, and the Adolescent Pregnancy.) 

Physical Examination. A comprehensive physical examination should be per- 
formed during the initial prenatal evaluation. The examination should include 
an evaluation of the height, weight, blood pressure, head, neck, breasts, heart, 
lungs, abdomen, pelvis, rectum, and extremities. During the pelvic exam- 
ination, attention should be given to the size of the uterus and the configuration 
and capacity of the bony pelvis. 



Laboratory Tests* The following prenatal laboratory tests should be performed 
as early in pregnancy as possible: 

• Hemoglobin or hematocrit 

• Urinalysis 

• Blood group and Rh type 

• Irregular antibody screen 

• Rubella antibody titer 

• Cervical cytology 

• Syphilis screen 

The need .^r additional laboratory evaluations should be determined by 
historical factors or unusual findings derived from the history and physical 
examination. The cultural and social origin of the partem may also dictate 
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special testing, which may include urine culture, blood glucose test, culture for 
gonorrhea, sickle cell and other Inheritable diseases, and tuberculosis skin test. 

Risk Assessment A problem list, with recommendations for the management 
of each problem should be formulated and a risk assessment determined. 
Appropriate management should be instituted for those patients who have 
been identified as high risk. The problem list should be reviewed and risk 
assessments reevaluated at various intervals throughout the pregnancy. To 
assure appropriate care at delivery, the obstetrician should inform the pedi- 
atrician that a significant risk factor is present for the Infant 

The following is a partial list of high-risk factors, derived from the history 
or from the physical examination, that significantly increase pregnancy risks 
and that might necessitate further evaluation, consultation, or referral: 

• Cesarean delivery 

• Operations on the uterus or cervix 

• Medical indication for termination of pregnancy 

• Premature onset of labor 

• History of prolonged labor suggesting dystocia 

• Two or more abortions, spontaneous or induced 

• Newborn small or large for gestational age 

• Multiple gestation 

• Neonatal morbidity 

• Fetal or neonatal death 

• Isoimmunization 

• Cardiovascular disease 

• Urinary tract disorders 

• Metabolic or endocrine disease 

• Chronic pulmonary disease 

• Nutritional disorder 

• Use of drugs, alcohol, and tobacco 

• Maternal age less than 15 years and more than 35 years 

• Previous infertility 

• Neurologic disorder 

• Psychologic illness 

• Congenital abnormalities 

SUBSEQUENT VISITS 

The frequency of return visits should be determined by the woman's individ- 
ual needs and risk assessment. While some degree of flexibility is desirable, the 
woman with an uncomplicated pregnancy should generally oe seen every 
4 weeks for the firtt 28 weeks of pregnancy, every 2-3 weeks until 36 weeks 
gestation, and weekly thereafter. Women with active medical or obstetric 
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problems ihoukt be teen more frequently, *t intervals to be determined by the 
nature and severity of the problems. 

At each follow-up visit the patient should tte given an opportunity to ask 
questions about her pregnancy and to comment on changes she has perceived 
since the last visit. The physical examination should include blood pressure, 
weight, measured fundi] height, fetal mentation, and fetal heart rate. A 
urinalysis for protein and sugar should bis performed during each visit. Any 
change in pregnancy risk should be recorded. 

Early in the third trimester, an additional hemoglobin or hematocrit should 
be determined, and a repeat test for syphilis or other sexually transmitted 
diseases should be performed if the patient belongs to a high risk population. 
At some time during the patient's antepartum course, it may be appropriate to 
repeat an irregular antibody screen. Unaensitized Rh negative patients should 
have repeat antibody tests at about 23, 32, and 36 weeks' gestation. 

Various forms of biochemical or biophysical monitoring may be required to 
determine the integrity of the fetal/placental unit in high-risk patients. These 
may be conducted in an ambulatory setting. When amniocentesis is performed 
in the third trimester, cesarean delivery capabilities should be readily available. 

Plans for hospital admission, labor, and delivery should be reviewed and 
information provided on what to do when labor begins, when the membranes 
rupture, or when bleeding occurs. Analgesic and anesthetic options should be 
discussed Because a general anesthetic may be required for labor and delivery, 
the patient should be advised pf the hazards of ingesting food or fluid after the 
onset of labor. 



Nutrition 

The patient's nutritional status should be evaluated at the initial visit and then 
reassessed periodically during pregnancy. Pregnancy imposes energy heeds on 
the mother that are about 15% higher than the requirements for a nonpregnant 
woman. In general, thb amounts to about 300 kilocalories* daily. More specifi- 
cally, an additional 150 kcal/day added to the diet during the first trimester and 
350 ko.l/day during the last two trimesters have been recommended These 
recommendations do not take into account such variables as ambient tempera- 
ture, pattw* of physical activity, and caloric requirements unrelated to preg- 
nancy, si i the growth requirements of the adolescent. Other factors that 
may inodity the caloric requirements include the mother's weight before preg- 
nancy ax A her general health. 



•The caloric value of the diet refem to the physiologically available or metabolixable energy 
yield of foods actually consumed. The unit of measure is the kllocalorie (kcal), often simply called 
a calorie The normal daily requirement for a nonpregnant woman is approximately 2000 
kilocalories. 
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Universal agreement has never been achieved on how much weight should 
be gained during pregnancy. Mow important than total weight gain is the 
pattern of weight gain. Maximal gain occur* during the second trimester, 
although from a practical point of view the rate of gain is essentially linear after 
the 10th gestational week, averaging about 0.4 kg/week. The usual average total 
weight gain, therefore, is 10-12 kg (22-27 pounds). 

Weight reduction during pregnancy is not recommended, if weight reduc- 
tion is indicated because of prepregnancy obesity or excessive gain during preg- 
nancy, it should be delayed until the patient is postpartum and not lactating. 

Protein requirementsin pregnancy should be calculated on the basis of the 
patient's maturity and weight. An adult woman needs about 1,3 g of protein ♦ 
per day per kilogram of body weight (for an average of about 75 g/day). An 
adolescent aged 15-18 needs 1.5 g/kg; a younger girt 1,7 g/kg. About two- 
thirds of the total protein intake should be of high biologic quality such as that 
found in eggs, milk, or meat. 

Supplements of iron are recommended since most women ait unable to meet 
the gestational requirement*. These may be given in the form of simple ferrous 
salts in amounts of 30-60 mg of elemental iron daily throughout pregnancy and 
lactation and then for an additional three months postpartum. 

Folic add supplementation is recommended because dietary levels of folate 
may not be adequate to meet the demand of pregnancy. Supplementation of 
folate in amounts of 400-800 mqg/day is appropriate. 

Vitamins and other minerals are required in additional amounts during 
pregnancy and lactation; however, these may be provided if the patient in- 
creases her overall dietary intake as recommended for the pregnant and lac- 
tating pat^jit. If not, a vitamin/mineral supplement equal to the RDA should 
be given. Such supplemeritation should not be regarded as a substitute for the 
ingestion of a balanced diet or continued nutritional counseling. The patient 
should be advised that excessive intake (i.e., 10-90 times the RDA) of certain 
vitamins may be potentially dangerous to the developing fetus (e.g., A, which 
may cause bone deformities; D, which may result in renal pathology; and C, 
which may lead to infant dependency). 

Sodium is required in pregnancy for the expanded maternal tissue and fluid 
compartments as well as to provide for fetal needs. Women with uncomplicated 
pregnancies may use sodium at levels they prefer. Routine sodium restriction 
is not advised. 

Lactation requires additional energy sources; at least 500 kcal/day above 
nonpregnant levels are recommended. Calcium and protein are also required r; 
in greatly increased amounts. Consumption of one quart of lowfat milk and one ' 
egg in addition to normal intake of meat, flsh, poultry, and other daily foods 
Kill provide these needs for the lactating mother. In patients for whom milk 
is physiologically or psychologically unacceptable, alternative sources of pro- 
tein and calcium will be needed 
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Health and Childbirth Education 

Health education U a shared responsibility. While the patient is responsible for 
her health and the health of her child the health care team should provide her 
with adequate information to carry out this responsibility. 

It is appropriate for various members of the health care team to provide 
patient education and information. However, when medical problems exist, 
the attending physician should be responsible for patient instruction concern- 
ing these problems. Information provided to the patient should be geared to 
her level of knowledge and awareness. The physician should also be sensitive 
to the patient's social, cultural, religious, ethnic, and economic background. 

An educational program to provide instruction in preparation for child- 
bearing and parenthood is desirable for expectant patents. An effective pro- 
gram can foster a rewarding childbirth experience and «lp in the transition to 
parenthood* 

Educational programs may be offered by the hospital or community agendes 
or groups and ideally should be conducted by personnel prepared to teach 
childbirth education. Participation of physicians and hospital obstetric nurses 
in educational programs is desirable to assure contb 'iity of care and consis- 
tency of instruction. 

Familiarity with the hospital's maternity and newborn unit is desirable as an 
integral part of educational programs. This may be accomplished by a tour of 
the facilities or by an audiovisual presentation. 

Pregnant Women in the Work Force 

When a pregnant woman is employed, an occupational history should be a part 
of the initial obstetric data base. The physician can use this data base to make 
recommendations on work during pregnancy. When the work environment 
presents potential hazards no greater than those encountered in normal daily 
life in the community, the woman with an uncomplicated pregnancy may 
continue to work without interruption until the onset of labor. 

The pregnant woman should maintain a good state of nutrition, get adequate 
exercise and rest, and receive regular antepartum care. These basic health needs 
should be considered by the patient and employer as well as the physician in 
determining if a normal work schedule can be continued 

The patient's status in relation to her occupation should be reassesed 
throughout pregnancy. She should be given recommendations on minimizing 
potential hazards, including advice on whether she should continue her Job. 
When providing a medical opinion to pregnant workers on whether to work 
outside the home, however, the physician should make recommendations, 
strictly on the basis of objective clinical judgment of the available information. 

The physician should be encouraged to consult with occupational health care 
providers. Their experience and knowledge of the woik responsibilities and 
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environment can supply useful information. In addition, they can often help 
arrange job modifications to permit the patient to continue to work!' Such 
consultation, however, should not tie sought without the patient's permission. 

A postpartum examination is essential for the physician to determine if the 
woman is ready both physiologically and psychologically to resume working. 
Most women may return to work several weeks after an uncomplicated deliv- 
ery. A period of 6 weeks is generally required for physiologic changes to return 
to ribrmal, but the physician's recommendations on when the patient can 
resume full activity should be modified according to the patient's individual 
circumstances. 

Psychosocial Services 

Confronting psychological and social problems such as fear of pregnancy, guilt 
of an unwanted pregnancy, financial concerns, and marital or other family 
conflicts, may be the most distressing part of a woman's pregnancy. A woman 
with negative feelings about her pregnancy needs additional support from the 
health care team, and she may need professional advice on the alternatives to 
completing the pregnancy and keeping the baby. Family members and their 
interaction with the pregnant woman should be considered in whatever rec- 
ommendations are made. 

The obstetrician should be alert to the stresses that may arise from the 
patient's psychological and social conflicts to allow for the early detection and 
effective management of emotional problems. The physician should be aware 
of individuals and community agencies to whom patients can be referred for 
additional counseling and assistance when necessary. 

The Adolescent Pregnancy 

In an unmarried adolescent, pregnancy presents a significant challenge to the 
obstetrician because these mothers and their children are at a higher social, 
educational, and obstetric risk than the general population. 

The physician should be prepared to assist the adolescent with the many 
conflicts that may arise when unplanned pregnancy occurs. Family and social 
relationships may be seriously disturbed, and the adolescent and her family 
and friends may have strong feelings of anger, shame, and guilt. The sensitive 
physician can do much to ease these tensions through counseling, education, 
and use of community and social resources. 

Once a pregrv n cy nas been confirmed, the physidan should explore with 
the adolewnt *ier feelings about the pregnancy and the possible options avail- 
able to her. Late confirmation may complicate these considerations and options 
for management. The adolescent should take an active role in the decision- 
making process and recommendations should be specifically directed toward 
her needs. Sensitive, perceptive, and in-depth discussions with the patient and 
those supporting her are necessary. 
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Counseling: Genetic and Other Birth Defect* 



The obstetrician sh6uld be alert* to the detection of genetic disorders or other 
conditions that might lead to birth defects. Ideally, diagnosis of these disorders 
and appropriate counseling should take place prior to pregnancy. At the time 
of the first prenatal evaluation, routine inquiries should be made about an 
abnormal outcome of a previous pregnancy, any family histcJry of birth defects, 
mental retardation, or other known or suspected inherited or metabolic 
diseases. * 

The following conditions place patients at a higher risk for occurrence or 
recurrence of congenital disorders: a history of congenital anomalies, n ental 
retardation, known inherited metabolic disorders, a child with Down's syn- 
drome or other chromosomal abnormality. Factors that further increase the risk 
for genetic and birth defects include a previous stillborn, two or more sponta- 
neous abortions, maternal age over 35 years, and family history of or previous 
pregnancy with a neural tube defect. 

Other conditions that may result in congenital abnormalities include infec- 
tions such as rubella, toxoplasmosis, and herpes; alcohol or tobacco use; drug 
abuse; and exposure to radiation or certain chemicals. 

When the risk of a genetic or other birth defect is identified, an accurate, 
specific diagnosis or etiology is necessary to define the prognosis and to estab- 
lish the risk of occurrence or recurrence. When a genetic disorder is suspected, 
the patient, her husband, and her family should receive careful, sensitive 
counseling and advice on the alternatives of continuing or terminate ,g the 
pregnancy. Where available, the services of qualified genetic counseling and 
evaluation centers may be helpful 

Consultation should be sought when the obstetrician is uncertain whether 
certain drugs, toxic chemicals, or environmental factors will adversely affect the 
developing fetus. 

Postpartum Evaluation 

Postpartum review and examination should be accomplished 4-8 weeks after 
deliver)'. This interval should b3 modified according to the needs of the patient 
with medical, obstetric, or intercurrent complications. 

The first postpartum review should include an interval history and physical 
examination to evaluate the patient's current status. The examination should 
include an evaluation of the weight, blood pressure, breast, abdomen, and the 
external and internal genitalia. Laboratory data should be obtained as indicated. 
This is a good time for review of fan ily planning, for determining immu- 
nizations, including rubella if not done immediately postpartum, and for dis- 
cussing any special problems. The patient should be encouraged to return for 
subsequent periodic examinations. 
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ADMINISTRATION 
Medical Recordt 

Each patient should have a medical record that includes both antepartum and 
in-hospital ore data. A standard data base is desirable, and the use of a common 
record within a community is preferred The antepartum record should pro- 
vide documentation of the history, physical examination, laboratory testa, and 
risk identificaion. Other pertinent data should include an assessment of the 
course of pregnancy, identification of the patient's health needs, and plans for 
management. 

The medical record serves as an important vehicle for communication among 
all members of the health care team. It should be legible, concise, cogent, and 
complete and allow for easy assessment of the care provided to determine if the 
patient's health needs have been identified, diagnosed/ and effectively managed. 

A copy or satisfactory abstract of the current ambulatory care medical record 
should be available in the labor and delivery area of the hospital by the estima- 
ted 36th week of pregnancy and arrangements should be made to obtain the 
record as soon as possible if admission is necessary prior to this time. Upon dis- 
charge from the hospital, the patient's ambulatory care record should be up- 
dated to include information on in-patient care pertinent to her subsequent 
management. 

The record should be kept confidential and protected against fire, theft, and 
other damage for the duration of time prescribed by law or regulations, by good 
medical practice, or state statute of limitations for personal injury. 

Quality Assurance 

Each ambulatory care setting should assess whether effective and efficient 
management of health care has been accomplished This may be done by in- 
eluding the care given in the ambulatory setting in the hospital patient care 
evaluation, or by internal evaluations v/ithin the ambulatory setting. Health 
care evaluation should be concerned with the effectiveness of patient care and 
efficiency of resource use. Evaluation of patient care should assess the com- 
pleteness of the medical records, the accuracy of diagnoses, appropriateness of 
use of the laboratory and other services, and outcome of care. It should include 
the identification of potential problems in the care of patients, the objective 
assessment of their cause, and designation of mechanisms to eliminate them. 
Efficient use of medical resources can be documented by evaluating use of 
personnel, finances, equipment, and facilities. 

Obstetricians should practice ongoing review and comparison of their own 
experiences with standards of patient care and office practices suggested by the 
scientific literature, continuing medical education programs, or other members 
of their hospital obstetric staff. 
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Personnel 

rhe efficient operation of ambulatory care facilities requires adequate adminis- 
trative and professional personnel to provide optimum care and safety and tq 
ensure against undue delays in delivery of care. 

Obstetric care requires a team of professionals directed by a physician. In addi- 
tion to an obstetrician, the team may include other phystians, certified nurse* 
midwives, nursc-pnctihoners, registered nurses and other muting personnel, 
social workers, and nutritionists. The members of the team should participate in 
the specific areas of care according to their training and within the written 
definition of responsibilities. Written policies describing specific responsibilities of 
each member of the team are essential for larger facilities and desirable for the 
physician's office The performance of each member of the health care team should 
be evaluated periodically. 

It is advisable to ho\d regulariy scheduled staff meetings to maintain effective 
communication and to provide periodic review of policies and procedures. There 
should be an ongoing program for inservice trainiiig of personnel appropriate for 
the facility providing care. 



Facilities and Equipment 

The physical facilities and equipment described in the following sections are 
included to serve as guides for physicians' offices and out-patient clinics. Facilities 
and equipment ma" vary from those listed according to the type of practice and 
patient volume. Facilities should be readily accessible to patients and their families 
and should meet safety and fire regulations as well as federal rtate, and local 
health, building, and fire prevention codes. 



PATIENT RECEPTION AREA 

The reception area should provide comfortable seating, patient education mate- 
rials, and conveniently located tcstroom facilities. Provision should be made 
for prvacy in discussing financial arrangements and other confidential infor- 
mation with the patient. Sufficient space should be provided to permit medical 
and financial records to be handled and stored with security and confidentiality. 



CONSULTATION ROOM 

A comfortable and private area should be provided for interviews and for 
counseling with the patient or her family. The physician's office could serve as 
a consultation room. Separate rooms, other than the physician's office, should 
be available for use by nurses, social workers/ health educators, and other 
members of the health care team, if such members are being employed 



162 



obstetrics: ambulatory care • 19 



EXAMINING ROOM AREA 

The following equipment should be available in the examining room area, but 
not necessarily in each room: 

• Biopsy instruments 

• Microscope 

• Sphygmomanometer 

• Stethoscope 

• Fetoscope 

• Ultrasonic fetal pulse detector 

• Reflex hammer 

• Ophthalmoscope 

• Adult scale 

• Supplies for obtaining: 

Wet siide preparations and bacterial smears 
Specimens and cultures 
Stool examinations 
Cytologic studies 

If amniocentesis is performed in an ambulatory setting, ultrasound equip- 
ment for placental localization and an appropriate method of fetal heart rate 
monitoring should be available. When amniocentesis is performed in the third 
trimester cesarean delivery capabilities should be readily available. 

EXAMINING ROOMS 

An adequate number of examining rooms should be available. The exact num- 
ber will depend on the patient load; however, a minimum of two examination 
rooms is preferable. Equipment available for each txamining room should 
include the following: 

• Screening to permit patient privacy 

• Handwashing facilities 

• Examination table with suitable disposable cover, and stool 

• Examination light 

• Gynecologic examination equipment and supp'tes 

• Work counter or table 

• Small desk, table, or shelf for writing 

• Storage cabinet 

UTILITY ROOM AND STORAGE 

The utility room area should contain the following: 

• Work counter 

• Handwashing facilities 
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• Deep sink 

• Goaed cabinets for storage 

• Locked medicine cabinets 

• Refrigerator for biological* and specimens 

• Facilities for tferilization unless central sterilization is available 

• Waste receptacle 

CONFERENCE ROOM 

For larger practices or clinics, a conference and patient education room is 
desirable and may contain the following: 

• Comfortable chairs 

• Conference table 

• Educational materials and pamphlets 

• Chalkboard 

• Bulletin board 

• Models and demonstrating equipment 

• Screen 

• Slide projector 

• Movie projector 

• Videotape equipment 

SAFETY STANDARDS 

Specific plans and procedures should be establish id for the health and safety 
of patients and personnel and should include th<? following: 

• Methods for controlling electrical hazards, and preventing explosion and 
fire 

• Procedures for controlling and disposing needles, syringes, glass, knife 
blades, and contaminated waste supplies 

• Methods for storing, preparing, and administering drugs, when applicable 

• Plans for handling reasonably foreseeable emergencies, including methods 
for transferring a patient to a nearby hospital 

• Plans for emergency patient evacuation and the proper use of safety, 
emergency, and fire extinguishing equipment 

• Plans for training of personnel in cardiopulmonary esuscitation 

• Plans for adequately maintaining and cleaning facilities. 
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APPENDIX 1 



Maternal Health Policy 

ACOG Statement of Policy as issued by 
the Executive Board, December 1977 



Excellence in maternal health care is the foundation for the physical, intel- 
lectual, social and economic success of any society. It is the basic determinant 
of the health of future generations. 

The American College of Obstetricians and Gynecologists (ACOG) is the 
representative organization of physicians who are qualified as specialists to 
provide maternity care for women. The primary goal for the College is the 
provision of excellence in obstetric and gynecologic care. 1 

The College proposes and supports a policy for maternal health which will 
provide the best possible care and environment, both medical and social, for 
pregnant women and for their new born infants at a realistic cost. Maternal 
health care should also be understood to include the care given to the growing 
and developing fetus-in-utero. 

The ACOG advocates the following items for inclusion in any program of 
maternal health policy. The policy is presented under the following subjects: 

Patient care services 
Education and research 
Evaluation of effectiveness 
Financial considerations 

I. Patient Care Services 

The scope of the patient care services is defined. The services should be 
provided by competent individuals with a coordination of their efforts. 
The facilities and equipment should meet the published standards of 
quality of obstetric-gynecologic care. 2 - 1 . 4 The specific programs to provide 
maternal health care should be developed through regional planning/ 

A. Tae Availability of Services 

1. Eligibility: Complete maternal health care should be provided 
regardless of the patient's age, marital or family status, or 
financial resources. One level of high quality care should be 
available to all. 
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Scope of Services: Maternal health care must he comprehen- 
sive including diagnostic as well as therapeutic services. It atoo 
includes: 

? The emotional and intellectual preparation for parenthood 
including family planning, antepai turn education programs, 
training in parent-child n rionships. and assistance with 
the socioeconomic problem elated to family life. Abortion 
is a legal choice available to pregnant women and counsel 
ind services related to this choice should be included. 

b. The maintenance in so far as possible of an optimal environ- 
ment for fetal development. Appropriate diagnostic studies 
and therapy of intrauterine disorders aie also included. 

c. The supervision, under physician direction, ol pregnancy, 
labor, delivery, puerperium and during the interconcep- 
tional period. 

d. The immediate care of the newborn, which should be coor- 
dinated with the continuing neonatal care of the infant. 

Quality of Care: 

a. The services should be appropriate to the needs of the indi- 
vidual and to the extent required to assure the optimum 
outcome. 

b The care should be provided in an atmosphere which is 
sensitive to the needs of each individual and at the same 
time maintains the quality and safety of modern obstetric 
care. In regard to birth itself, the hospital environment best 
provides for the physical safety of mother and child. 

(1) Family education and participation, with parent-child 
interaction, should be encouraged when appropriate. 

(2) The environment should be comfortable and dignified. 
It should encourage privacy and confidentiality and 
should consider patient expectations. 

c. Early and appropriate utilization of the services should be 
undertaken by the patient. 

d. Model guidelines of care should be developed. : l|S Appro- 
priate services should be provided by competent personnel 
in facilities which are adequate. 

e. Peers should be utilized in the evaluation of maternal care 
and in the development of related programs of education 

f. The quality of the care should not be sacrificed tor the sake 
of cost economies. 

Loditton: Maternal health care should be readily available on 
either an ambulatory or in-hospital basis, 
a. Ambulatory care should be available for urgent and for non- 
urgent problems. 
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(1) Non-urgent care (e.g., routine prenatal visits) should 
be accessible at least every two weeks for all patients. 
The services may be provided in a private office, in a 
clinic or in the outpatient department of a hospital. 

(2) Urgent care (e.g., abdominal pain with nausea and 
vomiting) should be available 24 hours a day within 
one-hour accessibility for all patients. The services may 
be provided in a private office, in a clinic or in the 
outpatient department or in the emergency clinic of a 
hospital. Hospitalization facilities should be readily 
available. 

b. In-hospital care should be available 24 hours a day within 
one-hour accessibility for all patients. 

c. Consultation, referral, or transport of mother and/or 
newborn should be available according to an established 
mechanism/ 

5. Physician-patient Relationship: 

a. Patients should have direct access for maternal care to phy- 
sicians who assume responsibility for the continuity of their 
care. 

b. Freedom of choice must be preserved for the individual, 
both for the patient in the selection of a physician and for 
the physician in the acceptance of the patient. 

6. Pluralistic Systems for the Delivery of Maternal Health Care: Mater- 
nal health care has been and is provided in a variety of complex 
systems offered in many different settings. 

a. This multiple approach has the very important strengths of 
flexibility and responsiveness. 

(1) Continuing improvements in maternal and perinatal 
health are taking place. 

b. Further innovation and experimentation in systems of care 
are encouraged. 

7. Economically Realistic: Maternal health care should bo planned 
and implemented to achieve the maximum health benefits in 
terms of the available financial resources. 

a. Priorities and expenditure evaluation should be established. 

b. Local development and coordination should be undertaken. 

B. Personnel 

1. Types of Personnel: Maternal health care requires the involve- 
ment of many types of personnel who contribute to the welfare 
of the patient. The following may be included: obstetrician- 
gynecologist, family physician, pediatrician, anesthesiologist, 
dentist, certified nurse-midwife, nurse, nurse in extended roles," 
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respiratory therapist, physical therapist, pharmacist, nutritionist, 
laboratory technician, childbirth educator, social worker. 
2. Maternal Health Care Team: Many of the individuals named 
above may be coordinated into health care teams, 
a. Each team should function under physician supervision. 

C. Facilities 

1. Standards: The facilitiesand equipment should meet the standards 
of quality of obstetric-gynecologic cateas published by ACOG. : trH 

2. Level of Medical Care: The facilities and equipment should be 
appropriate to the level of maternal health can* which is to be 
provided at each location ." 

D. Regional Planning 

1. An Essential Element: The resolution ot the maternal health care 
problems requires the regional planning and utilization of avail- 
able resources. 

2. The Development of a Regional Plan: 

a. The planning should be based upon local and regional input. 

b. The professionals who are to provide the maternal care 
should have significant roles in development and implemen- 
tation of the regional plans. 

Consultation and/or Referral: Excellent maternal care requires the 
development of a des^nated mechanism for obtaining consul- 
tations or for patient referral for necessary care. 

a. Such a mechanism is an integral part of any satisfactory 
program of regional planning. 

b. Satisfactory procedures must be included to facilitate com- 
munication and transportation between the providers of 
care. 

4. Continuing Education: The plan for the region should include the 
provision of continuing education, appropriate to the needs of 
the individual members of the patient care teams. 

!>. GuidcltnP* ACCX; approves in principle the proposals for re* 
gional planning contained in the document: Tozvard Improving 
the Outcome of Pregnancy." 

Education and Research 

A satisfactory maternal health policy must provide tor the dissemination 
of our current knowledge for general use bv the public a*, well as for the 
specific training of those who are or who are to become the providers of 
care. Intensive research is necessary to develop satisfactory methinis to 
prevent or to treat properly the conditions which threaten the life and 
safety of mothers and thei»* babies. 
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90 • STANDARDS IOK DliSri IRKHiYNKOLiXilC SI-RVICEb 
A. Education 

1. LdituitiOH of the Public: Information regarding human reproduc- 



tion must occupy a significant part of the basic education of 
every American. 

a. Coal: Such a ptogram should enable every person to be 
informed and to know how to provide a healthy environ- 
ment for a pregnancy and for the birth and development of 

a child. 

b. Time: The education should begin in childhood, continue 
through adolescence and extend into adulthood to prepare 
persons to be parents and thus to be health educators for 
their children. 

c. Place: The education should be offered in schools, churches 
and colleges as well as in family settings and in social 
organizations. 

d. Content: The programs should include: 

f ( 1 ) The biology, psychology and ethics of parenthood and 
/ of childhood and adolescence; 

(2) Instruction in the characteristics of an individual in 
good health together with instruction in the identifi- 
Cdtion of abnormal conditions; 
(M The procedures by which preventive and therapeutic 

medical care can be obtained; and 
(4> Family life education. 
/ i/ift ■///!»/ of the Prote*>iO)i*: 

I'he ediuatmnal programs in human reproduction occurring in 
*.*"iu»i »K and colleges should be continued and expanded in the 
tunning of health care professionals. 

a. ihtiler^nuiunte: Fducation in medicine and in paring should 
require academic and clinical instruction in human 
reproduction. 

(1) The processes associated with human reproduction 
affect essentially all of the relationships of life. 

(2) The relationships and pathophysiologic changes asso- 
ciated with human reproduction constitute significant 
considerations in the maintenance of, orin the restora- 
tion of, health for the patients of almost all medical 
specialties. 

(3) Physicians and nurses whose undergraduate training 
has failed to include adequate education in human re- 
production will be handicapped as they attempt to 
provide adequate care for their patients. 
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Aiti-npia » * ¥1 

b. Graduate: If the necessary maternal health care services are 
to be available, well qualified professionals must be trained. 
Educational programs must be supported for: 

(1) Careers in reproductive biology. 

(2) Certification or degrees in various nursing careers in 
, reproductive medicine. 

■ (3) Residency training in obste, tries and gynecology and in 
family practice. 10 
(4) Careers in specific areas which bridge the gaps be- 
tween the various specialties such as obstetrics and 
anesthesia, obstetrics and pediatrics, and obstetrics and 
public health. 

c. Postgraduate: The professionals providing maternal health 
care should maintain a high degree of competence in knowl- 
edge and in performance. 

(1) Organized courses in continuing education as well as 
less structured programs should be supported. 

(2) The appropriate geographic distribution of such edu- 
cational opportunities should be maintained. 

Research 

Progress in medical care is depend* nt i:pi>n V-'iuale programs of 
basic and clinical research. 

1. Reproductive Biology: Adequate support i* 'invssiry to obtain 
information and understanding i fg.it ding basic processes of 
human reproduction, l anding lm such « ■v.uvh should be 
awarded solely upon the sui-ntilu meM oi the proposed 
investigations. 

2. Clinical Problems: Investigation should be undertaken reg.nding 
specific questions relating to hur.nm reproduction lincstigalors 
should include individuals and teams with different training and 
interests. Broader applications can thus be made to the informa- 
tion which is obtained. 

3. Mechanisms to Provide Maternal Care: Investigation and experi- 
mentation should be undertaken for the improvement of current 
systems for providing services as well as for the development of 
new systems and approaches for patient care. 

4. Stability in Funding: Consistent methods of funding research 
should be developed and utilized. 

a. l.ong-term research goals as well as short-term service goals 
should be included. 

b. The funding of such research should permit adequate time 
to achieve the goals established for the investigation. 
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Mr. Sikorski. Since ACOG is for all providers of obstetrics, they 
$re appropriate and applicable for treatment of low-income women 
and affluent women, black women and white women. That is your 
opinion? 

Mr. Brandt. Oh, sure. 

Mr. Sikorski. I have questions for Dr. Davis, but, Mr. Chairman, 
I will take that up in the second round. 

Thank you, Mr. Chairman. 

Mr. Dingell. The Chair thanks the gentleman. 

Doctor, the Chair wants to thank you for your presence here 
today and your assistance to the committee. 
<y The Chair is compelled to bring forth at this time a matter of 
concern to this committee, and that is matters relative to the pro- 
duction of books, records, papers, and documents. The Chair wants 
to begin bv commending you for your cooperation with the commit- 
tee. The Chair wishes to express some regret, however, that we had 
some modest difficulty in achieving the necessary cooperation at an 
early time. 

The Chair feels compelled to sustain with great vigor the right of 
this committee and other committees, subcommittees, to procure 
necessary information with regard to conduct of the committees' 
business and the Congress having information which is necessary 
for it to legislate. It is always with distress that I find that there is 
a continuing process of education that this committee must engage 
in to understand that the departments downtown know that when 
this committee, and other committees and all the subcommittees of 
this committee, require information or ask for information or pro- 
duction of books, papers, and documents, that they be forthcoming. 

Several areas of particular distress occur to the Chair here in 
this matter; for example, the communication to this committee 
which was the original formal response from the department 
signed by Teresa Hawkes, Acting Assistant Secretary for Legisla- 
tion. [See p. 277.] She attempted in that communication to see to it 
that the committee would not receive tiles or papers which con- 
tained information on trade secrets, patient-specific material or 
grand jury information. 

I trust it is not, the position of the department that this commit- 
tee is foreclosed from receiving that kind of information in connec- 
tion with its legislative inquiries? 

Mr. Brandt. I will have to provide that information to you, sir. 
The one area there that I have a great deal of concern about — and 
will continue to have concern about — is providing medical records 
that are identified to anybody that the patient has not given us 
permission to provide them for. That is my major concern. 

I personally would have no interest in my medical record being 
made available to anybody that I didn't know about and that I had 
not given permission for, and that would be my significant concern. 

Mr. Dingell. I want to make very clear to you that this commit- 
tee has gone several quick rounds with a number of high officers of 
the executive branch, who are no longer present in the executive 
branch, relative to books, papers, records, and documents. I hope 
that you will not join that roster of early retirees from the Federal 
service, because I happen to think you are a good public officer. 
Bu\ I do want you to understand that we have files in this commit- 
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tee that are literally bulging with documents that are sensitive on 
all matters, patents, private business of high Government and 
other officials, matters relative to the national security of the 
United States, and some of the most sensitive defense matters of 
which I am aware, as well as a whole broad spectrum of trade se- 
crets and other devices. And these matters, I think, are at least as 
safe in the hands of this committee as they are in the hands of the 
executive downtown, which seems to have no end to problem., with 
shedding of information into sources and places that the adminis- 
tration doesn't desire. 

If you have any position w ; th respect to withholding of docu- 
ments from this committee, the Chair wants you to understand 
that we will afford you always full opportunity to cite the authori- 
ties under which they may be withheld. But I warn you that this 
event will $lways trigger actions by this committee which may ulti- 
mately lead to citations for contempt and other matters of this sort 
which are genuinely unpleasant for all parties involved, especially 
the person involved in the citation. • 

So I would urge you to assert your most cooperative spirit and 
see to it that your agency does likewise when the committee re- 
quests information. We always get what we want. It is sometimes 
at greater or lesser cost from whom we request the information. I 
just want to make sure you understand that. 

Mr. Brandt. Yes, sir. 

Mr. Dingell. I do have some questions relative to one matter. 
There were a great deal of difficulties with regard to employees 
bringing papers of the agency in their custody when interviewed by 
staff members here. This slowed down the process, wasted time of 
the staff, and wasted time of the people of the agency. It resulted 
in a situation generally unsatisfactory to all persons, and I hope 
that that will not be repeated, because if it is, the committee will 
be compelled to proceed in a different fashion simply to vote sub- 
poenas to require the necessary production of books, papers, 
records, and *o forth, to obviate the unfortunate delays that accom- 
panied the interviews. 

I just want you to understand that, Doctor. We are anxious to 
cooperate with you on terms of your choosing, better or worse. 

Mr. Brandt. All right, sir. 

Mr. Dingell. Now, to get to the substantive question, your testi- 
mony, Dr. Brandt, and Dr. Davis, has been very helpful, and I be- 
lieve that your two agencies can do a great deal to ameliorate the 
infant mortality problem of this Nation. 

Dr. Brandt, your testimony indicates that the Public Health 
Service knows many ways that the public and private programs 
can reduce infant mortality. 

Dr. Davis, you have acknowledged that the medicaid program is 
the largest source of payment for maternal and infant care benefits 
and services, the very services that Dr. Brandt assures us can make 
a difference. 

Reading from, then, your two statements, I gather, Dr. Davis, 
you agree that Dr. Brandt has offered us a prescription in his testi- 
mony for the kinds of medical services that can improve infant 
mortality rates, don't you? 
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Ms. Davis. Yes. I believe that he is quite competent to judge 
what is medically effective. 

Mr. Dingell, In other words, we know how to deal with the prob- 
lem; all we have to do is see to it that a sufficient level of funds 
and sendees are available from the Federal and State governments 
and that progress can be achieved? 

[The following information was submitted;] 
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(Excerpt from "The Role of Medicaid in Delivering Prenatal "Care to Low 
Income Womtn," prepared by Margaret A. McManus, consultant, Health 
Policy, for the Institute of Medicine, Committee for a Study of 
Priorities .or the Prevention of Low-Weight Birth*, November 1983) 



B. Cost Savings 



Several reports of co*t livings of Medicaid-f inanced prenatal care 

have been decanted in testimony before Congreoa and in recent 

imports on the iatatl* of Medicaid costs. Ih.ey are ebstrscted below. 

o The Texas Department of Health found that Medicsid-eligible 
pregnant womer had (?.10 fewer birth-related txpenses thao 
mothers who vtv* not eligible f. r Medicsid until sfter 
delivery. (1981 »i.at« Medicsid dsts of over 9»000 births 
were e.namiued.) 

o la a recent administrative petition to DHHS Secretary 
Margaret Heckler, from nine California-based petitioners, 
the annual cost cf not providing comprehensive maternity 
>* tr« to pcor women was estimated to be approximately 
<mc-t>*lf oilltinn dollars Ulackvall, June 1983). Ihey 
calculated that i2 could be saved for every clollar spent on 
maternity care, at a rc4U.lt of a decreased need for newborn 
intensive care, rahospituliaetion of sick infants, and long 
terra caje costs of chronical!/ ill children, (See below 
for more information on how these figures wore calculated.) 

o Dr. Robert Goldenberg, an Alabama obster* .Cian, testified 
before the Senate Fiaancr Committee (Apr*.* 1, 1981), that 
several researchers have estimated as muc • ss $5*10 savings 
for evevy dollar spent on maternity care* 

o In a study of 149 women receiving inadequate prenatal care, 
health officials in Oregon estimated that the cost of care 
for their five hiph-risk premature infants at $150,000 
could have betrer been spent on providing comprehensive 
prenatal c«i:e o *11 149 women (f\irry, 1982). 

o Ohio's Children Defense Pun*:! calculated that for every' $2 
million invested e ch year in prenatal care for at least 15 
percent of the 22. C *0 women who are pregnant each year but ' 
are not served by Oi.io's patient care clinics, some $8 
million dollars would be saved ^Lazarus, W, , 1933). 

4 

o The Harvard School of Public Health in a 1978 study found 
that for every dollar spent on prenatal c.A**e, $3 were saved 

froir. reduced hospiielizat ion. 
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o The federal government cited reports that every dolUr 
spent on prenatal care yields J4 in savings due to 
decreased hospitalisation and long-term care for 
handicapped infants. 

o The state of Missouri looked at a range of maternal end 
infant characteristics by mean Medicaid Paid Claims for 
1980 (See Table 18). They found a $42 difference in th* 
delivery costs of mothers who received adequate prenatal 
care versus those with inadequate prenatal care. "This 
differential means th .t inadequate prenatal care costs the 
Missouri Medicaid Program about $155,000 each year/ 1 
(Missouri Monthly V.tal Statistics, 1982). 

o Florida estimates that they saved $7 million in state 
expenditures by increasing Medicaid coverage for certain 
group* of women and children. 

o In successfully arguing for the adoption of a limited 
medically needy program for pregnant women and c 1 idren, 
Mississippi testes that the program would coit .ue state $4 
million versus $10 million that is presently being speri cn 
state-financed hospital bad debts. 

In a 1982 study by Carol Koreubrot, cost savings were analysed 

using data from the "OB Access Project," ti ,hown in Table 19. She 

examined- the cost oi care of children as a function of their 

birthweight, averaging frequency and cost per case for newborn 

intensive care, infant hospitalisation, and institutionalised -are of 

developmentably disabled. For infants weighing greater than 2,500 

grams (non-low birthweight infants) the calculates the total expected 

cost to be $4,940 (in 1982 dollars). This contrasts sharply to the 

total expected costs for an infant weighing less than 1,000 * 

grams— $72, 170. Korenbrot writes (Memo, 1983): 



Associated with this shift in birthweight 
distribution, Medi-Cal expenditures for 
neonatal intensive care costs can be expected 
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to doclin* iilO r «r neonatal autvlvcr. 
E *P«c*d ,»vi^ s for izUnt r «hoifiuliM«loo 

****c'.e,< to be $ M per M<m *t*i aurvivor. 
Total expected aavinga to Medi-Cui per 
neonate.! eurvivnr ura a r««e«t Khan 1550. 
Sxac« eh.i atata pay* h*U th.ua co.t., «.« 

co the »a« U «* *re«t*r.ch.,n 5273. ' 

Th. iof.ot reality rate io 1 S65 ( ths , MC ^ 

tbi. iaprov«e« (e.g., batt.r option, proved ««d icsl c « re , 
..nitatic B ), the inception and growth ,| puM ic ly « £tumc . d hMlth u , 
coincide with both incr*aae. i a acce.a t0 c . re ttBd ^ 

The Cngreaaionai Budget Office (1981) even report, that . inc « the 
paaaage of Meniceid there have beau fewer de.th. . D ong iow incOM 
— receiving pre nat.i .ervice. through Medicaid during their fir.t 
pregnancie. then among other ptegn«« W0la en in ,UC*. not providing 
Cheae cervices* 

la . new book or. the imp. t of medical cere on health at.tu. 
improves.. Jack H*dlev found chat better health, in term, of 
educed »ort«Uty rarea, doe. re.ult from more medial cere uae. 
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Ms. Davis. Mr. Chairman, when you were not in the room, Dr. 
Brandt was clarifying for the committee the fact that while we do 
know a great deal about how to deal with various parts of the 
issues, the problems are still there and the solutions are as yet 
forthcoming. 

Mr. Dingell. Research is good, and the Chair always applauds 
research in important areas. But the Chair is always interested in 
seeing to it that research which will benefit a difficult, dangerous 
or unfortunate situation is supported in order to address the ques- 
tion. 

I arn anxious to see research go forward. I support it in the Na- 
tional Institutes of Health wholeheartedly and other research 
inside the Federal Government. 

But I would like to address with great specificity the application 
of existing medical knowledge as opposed to research which may or 
may not benefit somebody several generations in the future. 

Can we address ourselves, then, to the question of medicaid, 
which is obviously the largest contributor to our efforts, which can 
assure that everyone can afford effective medical interventions? 1 
believe this is a fact, is it not? 

Ms. Davis. Yes, sir. 

Mr. Dingell. Dr. Brandt? 

Mr. BkANDT. Yes. Certainly, medical intervention early on in the 
pregnancy can have an impact. 

Mr. Dingell. Now, Dr. Davis, your agency spentis about 10 times 
as much as the Public Health Service on maternal and child care, 
does it not? 

Ms. Davis. Yes, I would believe that is fairly accurate. 

Mr, Dingell. But regrettably I gather that it is almost impossi- 
ble to use medicaid data at either the State or Federal level to 
know if the kinds of interventions recommended by Dr. Brandt are 
being used; is that correct? 

Ms. Davis. We collect our medicaid data in about 17 different 
categories, Mr. Chairman. For us to disaggregate them even into 
other areas I think would be extremely difficult. We don't disaggre- 
gate by disease entity or by the type of procedure. When we look at 
expenditures, we can tell how many dollars we are spending r or in- 
hospital care or outpatient care, but within that we cannot track 
which ones are prenaaJ or delivery-type services. 

Yes, I think it would be enormously expensive for us to institute 
a system that would disaggregate to that level. 

Mr : Dingell. Dr. Brandt, in fact, HCFA has rarely, if ever been 
a major user of the Public; Health Services research results on how 
to reduce infant mortality , is that correct? 

Mr. Brandt. I have to say that I don't know precisely how much 
of our information they ase. We provide our data primarily to the 
practitioners and providers of care who are out there. They are ul- 
timately the ones t at have to apply the information, not the 
people who pay the bills. 

Mr. Dingell. Now, Dr. Brandt, for your part, you have not made 
any special— I gather your agency has not made any specialized or- 
gani?ed effort to get the largest Government payer, medicaid, to 
implement your recommendations for I nproving infant mortality, 
is that correct? 
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Mr. Brandt. No, sir. 

Again, as I sr./, we have dealt, principally with the providers to 
try to get them to use it. That has been the approach we have 
taken. 

Mr. Dingell. So medicaid is not really getting any organized 
effort by your agency to bring your recommendations with regard 
to infant mortality to the attention of that agency? 

Mr. Brandt. No, sir. 

Mr. Dingell. This is, I think, rather unfortunate. It appears to 
be a significant problem in terms of moving information into the 
place where the information can be applied. I find this almost t&. 
troublesome as I do the continued efforts of the administration to 
reduce the level of funding and services going into programs which 
would alleviate the problem of infant mortality. 

Mr. Brandt. The information, sir, will be applied by the provide 
ers who provide care. That is the people that we contact. We do not 
work with Blue Cross, Prudential, or any other insurance company 
to try to effect changes in health status. We work instead with the 
public and with providers who have to adapt and provide the serv- 
ices. 

There is no reason we can't work with HCFA to do that, but I 
think the basic change will be when the providers of care and the 
recipients of care are working together toetfeet as good a pregnan- 
cv as one can get and that, it seems to me, is the final analysis of 
the real advances. 

Mr. Dingell. Of course, the funriers of this, the principal funder 
inside Government, is medicaid. They are, 1 guess, about three 
floors below you in the office. 

Mr. Brandt. Four, to be exact. 

Mr. Dingell. Is it four? 

Mr. Brandt. Yes. 

Mr. Dingell. All right, four. 

But you are not talking to them and you know, I applaud your 
efforts to communicate wnh other folks in the supply chain, but 
the people who craft the programs, deal with the funding, are not 
receiving the benefits of your advice. 

Mr Brandt. Yes; you are correct in this area. 

Mr Dingell. I guess it is almost as important that they get it as 
OMB. I don't want to fault you for the failures of OMB, you work 
for them as opposed to the other way around, i am sure you com- 
municated with those good folk. But they seem to need a great deal 
more information than they have on this subject. 

Mr. Brandt. We will, in fact, communicate, Dr. Davis, and I, and 
our people, will get together. 

Mr. Dingell. Thank you, Doctor. 

The Chair will observe that I think it will be necessary for the 
record to be kept open for additional insertions both by you. Dr. 
Brandt, and Dr. Davis, and the committee. I want you to know you 
participated in what I regard as a very helpful hearing in a useful 
and valuable fashion and I want you to know of my personal appre- 
ciation in spile of the little difficu u ies I mentioned earlier. 

Mr. Brandt. Thank you. 

Mr. Dingell. The Chair will recognize my friend from Texas, Mr. 
Leland. 
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Mr. Leland. Mr. Chairman, I don't know what our time stand- 
ards are at this time, but I would like to a3k one question of Dr. 
Brandt. 

Dr. Brandt, we have talked extensively about the gap between 
black and white infant mortality. Are there statistics that deal 
with the gap between black—Hispanic and white infant mortality? 

Mr. Brandt. We can certainly provide that data, yes. 

The answer to your question is yes, there are data available on 
other racial groups. We can certainly get that information to you. 

Mr. Leland. I wish you would for the record. 

Mr. Bhandt. Fine; we will do that. 

Mr. Leland. I would like to ask one additional question. I have a 
chart, Dr. Brandt, and I understand that, you are an expert in bio- 
statistics. This chart estimates that the black-infant mortality rate 
this year, 1984, will be about 18 deaths per 1,000 live births, and 
the white rate, about 9.5 deaths per 1,000 births. It also assumes 
there will bo about 590,000 births to black women in 1984. These 
rates are just estimates, but let's assume they are in the ball pa, 
The chart points to an estimated excess death of black infants m 
their first year of life At the rrte of infant mortality estimated for 
1984, 10,600 black infants will die. If blacks had the same infant 
mortality as whites, only 5,600 — nearly half as many — would die. 

That means about 5,000 more black infants will die this year be- 
cause of the higher death rate. 

I am concerned about this startling statistic when we can reduce 
that amount significantly if we got to the people who are most af- 
fected by inadequate prenatal care and education. 

[The chart referred to follows.] 
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Estimate Of "Betas' Deaths To Black Infants 
In First Year Of Life: 1984 
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Mr. Brandt. I don't know how much you can reduce it, Mr. 
Leland, because as I point out in my testimony, if you taka a group 
of comparable black women and white women who are college edu- 
cated, married, receiving total prenatal care from the first trimes- 
ter all the way throug-i, the rate of infant mortality is still twice as 
high in black women. 

Mr. Leland. You don't think it has to do with genetics, do you? 

Mr. Brandt. I don't know what it has to do with, but what I am 
suggesting to you is that I would agree that getting more black 
women into good prenatal-care systems is going to reduce the 
black-infant-mortality rate. I have absolutely no doubt about that 
at all. 

But I am not convinced that we can reduce it to the white rate 
with the current state of our knowledge because I don't know what 
the rest of the problem is. That is the difficulty that we face today. 

It does not say do nothing. It does say that we can save some of 
those 5,000 black infant lives that you have projected and I would 
agree that that ; s a reasonable projection, but I am not convinced 
at this point in Ume that we have the ability to save all of them, 
unfortunately. 

Mr. Leland. Thank you, Mr. Chairman. 

Mr. Dingell. The Chair thanks th^ gentleman. 

The gentleman from Minnesota. 

Mr. Sikorski. Thank you, Mr. Chairman. 

Dr. Davis, let's review what the medicaid programs can do about 
infant mortality. Isn't it true that increases in eligibility can in- 
crease the number of pregnant women and infants who can receive 
proper care? 

Ms. Davis. As Dr. Brandt said, there is indeed some level of in- 
crease when you give these services to pregnant women. On the 
other hand, the caveat is there— as you have heard over and over 
from Dr. Brandt— that this may not be the sole solution to the 
problem. 

Mr. Sikorski. I didn't ask whether it was the sole solution. Simi- 
larly, increases in enrollment can increase— in fact, I have never 
seen a sole solution around, never seen absolute, perfect informa- 
tion because it is quite impossible b> definition. 

But similarly, increases in enrollment can increase the likelihood 
that medicaid eligibles will receive needed services— prenatal care, 
for example. Is that true <ilso? 

Ms. Davis. Yes. 

Mr. Sikorski. Are you aware that in some parts of the country 
access to services is not assured because the physicians in the com- 
munity who might provide obstetrical services are not participating 
in the medicaid program? 

Ms. Davis. I think there are a number of factors that one has to 
consider. There have been some studies done recently relative to 
participation rates. We had a study completed in April 1983 from 
the Urban Institute which does indicate that as the supply of phy- 
sicians increases * 

Mr. Sikorski. There is a HCFA-funded research study. 

Ms. Davis. That was a HCFA-funded research study. 
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Mr. SfKORSKi. There is another point that the primary cause of 
low physician participation was low reimbursement rates, is that 
correct? 

Ms. Davis. That is another factor involved. 
May I make one other comment? 
Mr. Sikorski. Certainly. 

Ms. Davis. Physicians are not the only ones that deliver prena- 
tal-care services. About 36 States have now filed State-plan amend- 
ments that recognize the provision of nurse/midwife services. So, 
although a particular geographic area may have a shortage of phy- 
sicians or they may have physicians who are not available for that 
medicaid program, through the use of the nurse/midwife program, 
they may still be able to provide those services. 

Mr. Sikorski. But we know there are gaps and your own regula- 
tion, 42 CFR 447.204, requires that States' medicaid programs, and 
I quote: 

Be sufficipnt to enlist enough providers so that services under the plan are avail- 
able to recipients at least U> the extent that those services are available to the gen- 
eral population. 

Can you describe for us and for the record in as much precision 
as you can the steps taken by your age icy to monitor and enforce 
compliance under this provision and the degree or success of these 
efforts? 

Ms. Davis. Mr. Sikorski, we rely upon the States giving us the 
evidence that they do have an adequate supply and access. Again, I 
would say that in the area of prenatal care, one has to judge not 
just the availability of the physicians. Given the fact that some 36 
States, and 1 believe there are another 4 or 5 pending, are using 
the nurse-midwives, one has to put that into the entire equation. 

Mr. Sikorski. I am sure there are still big gaps between tin serv- 
ices ueeded and the services available. I know your background is 
in nursing and not in law, and I am sure your general counsel has 
advised you that this regulation amounts to a mandatory duty for 
States and that the authority and responsibility to enforce this 
duty is yours. You are aware of that, are you not? 

Ms. Davis. Yes, we are aware of the fact that we do need to keep 
track of those activities, but the entin. spectrum of the delivery of 
the prenatal 

Mr. Sskorski. I am not debating that point. I am talking about 
the provision in 42 CFR 447.204 that talks about providers and 
services matching this prenatal need that we have heard described 
here and we know exists, in that the final authority, the final re- 
sponsibility, comes back to you and your office. 

Ms. Davis. Well, again, I think that so long as we can assure our- 
selves that those services are available, the question of exactly 
where in terms of access point is one that has to be somewhat de- 
bated, and it L a judgmental factor. 

Mr. Sikorski. But your first premise in your syllogism is as long 
as we can assure ourselves that those services are provided. Are 
you telling this committee that those services are available across 
this country, there are no gaps? 

M., Davis. I think that overall we feel that the programs that we 
have put in place for the medicaid population are working. I 
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cannot say that there are no gaps, but that, in effect, the State 
needs to, as it looks at the variety of ways in which it provides that 
service, make determinations and then guarantee to us that the 
medicaid population that it will cover does receive those services. 

Mr. Sikorski. So you are convinced there id no gap between the 
coverage and the services that are available. The providers are 
there, and if someone is on Medicaid and doesn't receive a service, 
it has nothing to do with provider gap? 

Ms. Davis. In relationship 

Mr. Sikorski. As your own studies point out. 

Ms. Davis. In relationship to the prenatal can* area? 

Mr. Sikokski. Yes. 

Mb. Davis. I think that using the combination of the services 
from the two profile groups, it appears that there is overall adequa- 
cy within the States. There may be geographic areas within the 
States that might have some access problems. 

Mr. Sikorski. Maybe you can provide us for the record any gaps 
that you see existing in this delivery system and then what efforts 
you have taken or are taking to ensure that those gaps are elimi- 
nated. 

Ms. Davis. I will certainly look and see hat data we have that 
would indicate those kinds of things. I am a \ certain that our data 
will adequately describe that. We will see what we can provide. 

Mr. Sikorski. Mr. Chairman, I think it would be helpful if the 
record were held open. 

Mr. Dingell. Without objection, so ordered. 

[The following information was received:] 
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The Subcommittees request information on the following twb, questions j 

1) Are Medicaid-eligible woven experiencing difficulties with access to 
prenatal care providers? 

2) How does HCFA assure Medicaid recipient access to prenatal care? 
IS Vi • ?£ A PROBLEM? 

HCFA cannot determine the extent of the difficulties that Medicaid-eligible 
women experience with access to prenatal care. This is because data on 
Medicaid eligibles and services is not reported by specific diagnosis. For 
example, Medicaid expenditures for "physicians' services" or "inpatient 
hospital services" can be enumerated? however, treatment costs by individual 
diagnosis (e.g., prenatal care) or by specialty (e.g. , obstetrical services) 
within a general category of service cannot be disaggregated, 

F° r the general Medicaid population, several studies funded by HCFA have 
shown that: 

o the ma3ority of recipients are satisfied with the medical care they 



o despite problems of nonavailability of physicians in some geographic 
areas, most recipients are able to see a physicia/i when needed; and 

0 physician participation levels vary by State and depend on a number of 
factors, including reimbursement rates, administrative paperwork, scope 
of benefit {Package and eligibility coverage, and timeliness of claims 
processing. 

Fur the information of the Committee, these specific studies and their 
findings are provided below: 

1 • The Effect of Reimbursement Arrangements on Physicians 1 Services and 

Incomes from Medicare and Medicaid . Th e Urban Institute 4/83 . 

F^amined the effects on physician participation in the California 
Medi-Cal program of a physician reimbursement freeze in 1974-76 and an 
increase in pr unary physician rates in 1976-78. 

Pertinent findings include: 

o Dospito controls, rates of physician participation aixi provision 
of Mcrii-Cal services increased for most specialties (attributed to 
an increase in physician supply in California)? ,?nd 



receive; 



Increases in fees had a major impact on the supply of Medi-Cal 
~ervic:os. Increases in the supply of physicians also increased 
the number of services provided to recipients. 
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Variations by State in Physici an Participation in Medicaid Programs . 
American Academy of Pediatrics 10/82 . 

Examined State variations in pediatric participation in 13 Medicaid 
States. 

Pertinent findings include: 

o 85 percent of pediatricians participate in Medicaid; 

o Physicians 1 participation is influenced by the demand for both 
Medicaid and non-Medicaitf services and the supply of health care 
resources; and 

o More physicians participate in States with higher reimbursement 
levels, quicker claims payments, less restrictions on coverage, 
fewer requirements for prior authorization, fewer f luctuatiunJ in 
eligibility, and generally less restrictive policies. 

Physician Participation in Public Programs . Center for Health 
Ecorxxai.cs Research 9/81 . Conducted multivariate statistical analysis 
of Medicare and Medicaid program characteristics which affect physician 
entry and level of participation in these two public programs. 

Pertinent findings include: 

o A lu percent increase in Medicaid fees raises physician 

participation 4 percent. Higher third party payments, e.g., Blue 
Shield, will reduce participation in the public programs; 

o Imposition by States of utilization limits and prior authorization 
for payment lcwers participation, especially for specialists; 

o Qiick claims payment encourages physician participation; and 

o Physician participation is higher in States offeiing broader 
eligibility coverage. 

Availab ility of Physician Services to Medicaid Beneficiaries . Service 
Delivery Assessment, Department of Health and Human Services, Office of 
the Inspector General, 8/81H ~ ~~~ 

Survey of recipients and providers in 10 States to assess whether 
Medicaid clients have adequate access to physicians 1 services and to 
obtain information from participating and non-participating physicians 
regarding their experiences with and attitudes ttward the Medicaid 
program and its beneficiaries. 

Pertinent findings include: 

o % percent of Medicaid clients say they are satisfied with the? 

medical care they receive. Most clients (78 percent) believe tliat 
the quality of cere they receive is about the same or somewhat 
better than the care afforded private paying patients; 
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o Medicaid clients compare favorably witli non-rtedicaid lr?v -aid uq»r 
income clients in terms of physician accessibility, They viiit: 
doctors more frequently and schedule appointments more pronptly 
than either of these comparison groups? 

o Despite problems of non-availability of physicians in sore 

Geographic areas, most clients axe able, to see a physician when 
needed, although not always a private office-based physician? and 

o Clients report ve^-y few refusals or discouragements in seeking 
care, six percent say they have been refused care because of 
their Medicaid status, and 6 percent say doctors 1 staff 
have discouraged them from making an appointment. 

MONITORING PROCESS 

Again, due to data constraints, HCFA cannot monitor for access problems that 
Medicaid recipients may experience in seeing individual providers based on 
specialty or diagnosis. 

Institutional Services 

in general , recipient access to institutional services, such as those 
provided in hospitals or nursing homes is monitored by HCFA through a review 
of Medicaid plan submissions from States on their institutional 
reimbursement methodologies, ; 

Section 1902(a) (13) (A; of the Social Security Act as anended by the 
reconciliation acts of 1980 (section 962) and 1981 (section 2173) requires 
that a State plan for medical assistance provide for the reimbursement of 
inpatient hospital services and long term care facility services through the 
use of rates which the State assures are reasonable and adequate to ireet the 
costs of an efficiently and economically operated facility to provide care 
in conformity with applicable State and Federal laws, regulations, and 
quality and safety standards. The State imst also assure that individuals 
eligible for medical assistance have reasonable access (taking into account 
geographic location and reasonable travel tine) to inpatient hospital 
services of adequate quality. 

This provision is intended to allow States flexibility in adjusting 
reimbursement rates in response to changing fiscal conditions, The statute 
and incrementing regulations require. 1 the State to submit satisfactory 
assurances that it has found that its methods and standards result in rates 
that are reasonable and adequate. In support of this assurance and finding, 
a State must also submit with the assurance an estimate of the effect the 
change in the rate will have on the availability of services, type of care 
furnished, and the e^ctent of provider participation, A State my not anend 
its reimbursement methodology if the proposed change will rosult in rates 
that are not reasonable and adequate. For exanple, a State which follows 
Medicare's principles in .their entirety may not provide for a unilateral 
reduction in payment rates, since the reduction wi] . be inposed on ewry 
facility in the State regardless of the actual reasonable and allo^B 
costs incurred by the facility. A State also may not reduce the raWT 
payable to facilities based solely on budget considerations. 
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Prior to the enactment of section 2173, onl> 12 States had inplemented 
alternative reintoursement (other than Medicare) systerts for inpatient 
hospital services. Subsequent to the enactment of section 2173, to date an 
additional 20 States and the District of Columbia have submitted alternative 
plans for reimbursing inpatient hospital services under Medicaid. Thus far, 
two (New Hampshire and Nebraska) of -.the proposed plan amendments for 
inpatient hospital services submitted to HCFA have been disapprove i for 
failing to result in rates that are reasonable and adequate. In addition, 
of the over 200 plan amendments submitted by States concerning reimbursement 
for lory term care facility services, HCFA has disapproved three plan 
amendments (Missouri, Nebraska, and Illinois) since the States db'd not 
submit a satisfactory assurance that the rates were reasonable and adequate. 
HCFA has also disapproved thren amendments which would haVe included in the 
plan costs nou related to patient care (Maryland ar\d New york) . 

Hie statute also req>ures that the methods and standards developed by a 
St*tr> take into account the situation of hospitals which serve a 
&' sproportionate number of low- income patients with special needs. 
Therefore, a State plan may provide that reimbursement to certain 
^cialized facilities, such as a children's horpital, may be reimbursed at 
a higher rate than other facilities ir. the State. (For exaiple, the State 
of Utah has provided fot a v separate reimbursement methodology for the 
Primary Children's Medical' Center. ) 

i 

Noninstitutional Services ,: 

Access to Medicaid services provided to recipients in noninstitutional 
settings by such providers as physicians, HMDs, or clinics is monitored by 
the States in consultation with State and local medical societies through 
their licensing and rate-setting functions. Thus far, we believe the States 
have performed this monitoring responsibility well, as indicated by 
recipient responses in the studies cited earlier, 

I 

Although we have no specific evidence that accessibility to prenatal care 
provided by a physician is a problem for Medicaid patients, we would note 
that through a provision in the Omnibus Reconciliation Act of 1980 (P.L. 
96-499) , States are now required to pay for the services of a nurse mid-wife 
to the extent that (s)he is authorized to practice under State law. 
Currently, 36 States cover these services. We expect that this new type of 
provider has greatly increased accessibility to the full range of pre- and 
post natal services available to low-inoane women eligible for Medicaid. 

FjmJK K ACTIVITIES 

AJditional HCFA- funded res<jarch on phyrician participation in the Medicaid 
program is currently being conducted through a joint contract with the 
National Opinion Research Center and Health Bconotvics Research. Ttie purpose 
of the study is to update research (cited earlier in 1981) on factors that 
affect physician participation in the program. ' We anticipate that data from 
this survey will aid in the determination of the net impact of such factors 
as growing physician supply and new DRG payments on overall physician 
participation and in the assessment of differential specialty and regional 
participation rates on access to care Final results are due in June 1985. 
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HCFA is also beginning a major data collection effort on overall provider 
participation, including physician participation, in the Medicaid program, 
A new report on provider participation in the Medicaid program is to be 
prepared by each State Medicaid agency for annual submission to HCt'A, 
beginning on April 15, 1984. 

The provider participation report will provide basic nationwide information 
on the participation of various health care provider groups in the Medicaid 
program. The report will request tne number of providers by type (e.g., 
gerJfal hospital or physician) who were reiirfaursed by the State Medicaid 
agency in the calendar year. For each provider type, the nurrber reimbursed 
will be distributed across specified dollar intervals based on payments to 
•each provider. 

The data in the report will be used by HCFA: 

o to better understand the current service delivery system in each State; 

o to monitor the effects of Federal and State program changes on 
participation rates of various provider groups? and 

o to respond to Congressional and public inquiries conoftrning the number 
ot participating providers. 

Data from the report will be available in July 1984 for the Calendar Year 
1983. 
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Mr. Dingell. The Chuir observes that there may be a good many 
insertions that may be necessary for the record. Without objection, 
the record will remain open for those too. 

Mr. Sikorski. Dr. Brandt, in our discussions today, you have ex- 
pressed reservations based on the limits of our knowledge. There 
are many things we don't know. 

I would like to go on to the question of research, but before I do, 
I want to be sure you agree that just because we have urgent re- 
search questions, it would not be prudent to avoid or delay doing 
those things that we do know will work to protect mothers and 
babies. Do you agree with that? 

Mr. Brandt. Sure. 

Mr. Sikorski. I sense from your testimony that you are eager to 
proceed with the research agenda, but I hope you will acknowledge 
that it can be productive on two fronts: first, efforts to answer un- 
resolved questions about the etiology and biologic mechanisms that 
produce low birth weight and thus infant mortality; two, efforts to 
study interventions themselves— whom they should reach, when, 
and what effects can be expected. 

This second is really the clinical epidemiology uf the prevention 
of infant mortality. Though you might formulate it differently, this 
suggests that many parts of the Public Health Service can contrib- 
ute to our knowledge— NIH, ADAMHA, HERSA, and CDC. Do you 
agree? 

Mr. Brandt. Yes, sir. 

Mr. Sikorski. One area of research has been the focus of much 
controversy. Maybe your testimony today has ended that controver- 
sy. Let's review how the department reacted to the efforts of out- 
side groups to analyze the infant ^-mortality statistics. 

On July 1, 1983, the Director of the Division of Analysis wrote a 
memo to the Director of NCHS. I direct your attention to that 
memorandum, page 1, paragraph 1. Do you have it? 

Mr. Brandt. I don't know whether I do or not. 

Mr. Sikorski. This paragraph was written in response to a tele- 
phone survey of 50 city health departments conducted by the 
Public Advocates: 

The basic conclusion of the analysis was that black and white infant mortality 
rates and low birth weight — LBW— ratios are diverging. This part of the report was 
fairlv reasonable, although I believe too much was made of the very small increases 
in the black-white differential (e.g., the relative risk increased from 1.83 to 1.91 be- 
tween 11)70 and 1979). It should also be noted that the latest 1980 data show a fur- 
ther increase in the relative risk to 1.35. Nevertheless, there is no question that 
over the past If) years the black rate remains considerably higher than the white 
rates, and there is no sign that it is decreasing more rapidly (unless an arithmetic 
difference is used which in this situation seems inappropriate). 

In the same document, on page 2, Kleinman states: 

I think we are subject to a great deal of criticism for lagging so far behind in the 
provision of vital statistics and in monitoring of small area data across the country. 

He then went on to propose new systems to replicate what the 
authors of the petition did. He states that the availability of the 
natality data he proposes: 

will enhance our ability to monitor prenatal care and low birth weight, important 
indicators of infant health and access to care. The availability of a natality sample 
would also allow fv>r provisional mortality rates to be calculated by race. [See p. 194. ] 
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You do agree, do you not, that this sort of#information is useful 
for the purposes Dr. Kleinman states here? 
Mr. Brandt. Yes. 

Mr. Sikorski. But that funding for the NCHS requested for vital 
statistics improvements, never appeared in the President's budget 
or was delayed; is that correct? 

Mr. Brandt. No, sir, that is not correct. As a matter of fact, it is 
in the fiscal year 1984 proposed budget that we are currently oper- 
ating under, and it is part of the 1985 request; it was delayed. 

Mr. Sikorski. It was delayed from 1981. 

Mr. Brandt. That is correct. 

Mr. Sikorski. And some parts still remain unfunded 9 

Mr. Brandt. That is correct. There is a 3-year plan that we are 

currently in the first stage of implementing this year, 1984. 
Mr. Sikorski. But if the budget request had been funded in a 

timely manner, the Federal Government could be sharing data 

rather than criticizing unfunded nongovernmental efforts to do our 

job? 

Mr. Brandt. Well, that is a conclusion that you could certainly 
draw. It was not mine; I would like to make that clear, but we— the 
basic issue with all of this has to do with the issue of getting the 
data from the States. 

You know, the Federal Government does not produce these kinds 
of data. They are actually produced in the local community, 
brought up through the States, and brought to us, and we then 
analyze it, send it back to the States and he local communities for 
their use. 

Mr. Sikorski. As I understand what we have just talked about, 
your research director was ready to do it, and it was just a question 
of delayed priority in the funding and then still insufficient fund- 
ing. 

Mr. Brandt. Well, beyond that. 

Mr. Sikorski. But it didn't stop your departme t from criticizing 
the people that came in with the best analysis t 7 y could do. 
Thi nk you. 

One last comment, Mr. Chairman. 

On the chairman's point, the letter from Theresa Hawks — is The- 
resa Hawks here? It stages that you people would be looking to pro- 
vide our subcommittee with information, but not information to 
which access would be restricted by law. I hope someone will define 
that for us and submit that for the record so we know what your 
guidelines * nd what your definition of the law is for any followup 
of future investigations. 

I do know that we have had a difficult time getting information. 
The testimony was a day and a half late and ended up over at the 
Old Executive Office Building for some reason, and I see in the 
aper this morning that you sent 200 copies of the testimony to the 
elect Committee on Aging, which may not be a problem, except 
we are talking about infant mortality and it seems unusual that 
we would be sending it over to the Select Committee on Aging. 

I hope this type of thing is eliminated in the future. 

Mr. Brandt. I have no idea what you are even talking about at 
the moment. I will be glad to 

Mr. Sikorski. Two House subcommittees 



195 



191 



Mr. Brandt. Your staff has more documents that I have about 
the Public Health Service, and if they don't mind giving me a copy 
of that 

Mr. Sikorski. If that is the case, it is a sad state of affairs, and 
this is a good example why, if you have got medical files of some- 
one in your office, they are only there because you are doing your 
iob. It is a public job, and we have oversight authority over that. 
There is no reason that we don't have access. 

That doesn't mean that they can't be restricted in some way to 
protect the confidentiality, but when you have documents over 
there doing the public business, we are to make sure that you are 
doing the public business, and there is no reason to withhold those. 

Mr. Brandt. As far as I know, you have all the documents, that I 
am aware of, that were requested. I wasn't aware of everything, be- 
cause some of the information was communicated directly to people 
by the staff who was coming around, and I didn't know anything 
about it, and neither did anyone else except the person contacted — 
beyond who was interviewed and I don't care to know who was 
interviewed. 

Mr. Sikorski. The NCHS budget wasn't delayed? 

Mr. Brandt. That was, so that you could, in fact, get the total 
information, yes. 

Mr. Sikorski. I caution people from making absolute statements 
about the free flow of information and the great quantity unless 
and until you understand all the problems that this subcommittee 
staff has had in getting the information. 

Mr. Brandt. Ail right, sir. 

Mr. Leland. The Chair would now like to recognize for 20 min- 
utes the gentleman from Utah, Mr. Nielson. 

Mr. Nielson. 1 won't take 20 minutes. The allocation of time is 
somewhat like the allocation of committee slots on this committee. 

Mr. Leland. Fair and just. 

Mr. Nielson. No, not fair at all. 

Let me indicate two things. First of all, everv document request- 
ed by this committee was provided. I think that should be made 
clear. Second 

Mr. Sikorski. Will the gentleman yield? 

Mr. Nielson. No. 

Mr. Sikorski. You won't yield on your statement? 
Mr. Leland. The gentleman does not yield. 
Mr. Nielson. All right. I yield. 

Mr. Sikorski. On what basis are you making that statement? 
Mr. Nielson. Every document requested was delivered. 
Mr. Sikorski. That information is from whom? 
Mr. Nielson My counsel. 

Mr. Sikorski. Was it delivered in a timely fashion? 

Mr. Nielson. You made mention of the day~and-a-halt delay on 

one, and Mr. Dingell made some comments 

Mr. Sikorski. How about 2 weeks for xeroxing? 
Mr. Nielson. I don't know about that. 

Mr. Sikorski. Then I caution everyone, then, including myself, 
from making absolute statement with regard to these documents. 

Mr. Nielson. The statement I made is that every document that 
was requested was provided. If they were late, I apologize for that. 
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This committee has been late on some things as well. We didn't 
know Dr. Taylor was going to testify. For some reason, he has not 
been called up for questioning. 

Mr. Leland. We are going to call him up. 

Mr. Nielson. About 2 o'clock? 

Let me ask the question I would have asked Dr. Taylor. He can 
respond to it later if he wants to. 

Do you know, Dr. Brandt, of any studies that would corroborate 
Dr. Taylors statement that birth-weight deficiencies are related to 
economic depressions and lack of income? Do you know of any blips 
that have occurred on the line from 1933 on to show the mortality 
rate to go up and down with economic conditions? 

Mr. Brandt. No, sir. 

Mr. Nielson. For the record, I would like Dr. Taylor to answer 
that same question, if he would. 

If there was such a link, shouldn't it have been obvious through 
mortality increases from 1932-40? 

Mr. Brandt. I might point out that during times of recession, ac- 
cording to studies done and funded by the National Center for 
Health Services, the actual number of patient visits to physicians 
increases, not decreases. 

Mr. Nielson. Mr. Chairman, I would like to insert in today's 
hearing record, by unanimous consent, summaries of research 
projects into infant mortality funded by the Department of Health 
and Human Resources in fiscal year 1983. Much of this research 
was done at such prestigious academic institutions as the Johns 
Hopkins University, Columbia University, and the University of 
Washington. 

One of the studies examines the outcomes of two different forms 
of pregnancy care, comparing birth outcomes in a maternity center 
with births in a tertiary care facility. Another research grant in- 
volves the study of the effects of electronic fetal heart monitoring 
and fetal scalp blood sampling versus traditional monitoring of the 
fetal heart rate in premature infants. 

Mr. Leland. Without objection. 

[The studies referred to may be found in subcommittee files.] 
Mr. Nielson. I would like to apologize if I offended you, Repre- 
sentative Sikorski. I did feel that your testimony and your ques- 
tioning had a certain harassing tone to it, and I objected to that, in 
view of the fact that the documents, even though latr, were submit- 
ted. 

Mr. Sikorski. If the gentleman would yield, I thank you for that 
comment, and I think it is important for all parties on both sides to 
protect the legitimate function of this body, and I am sure that in 
the future that relations in this mode will be better with the 
Health and Human Services because of it, and thank you. 

Mr. Nielson. I would like to congratulate the witnesses and 
thank you, Mr. Chairman. 

Mr. Brandt. Mr. Chairman, could I— as a part of the record, I 
would like to develop the information behind this internal memo- 
randum from Dr. Kleinman to Dr. Feinleib, since I am seeing it for 
the first time at this moment. 

I can assure you, Mr. Sikorski, that there was, as far as I know, 
absolutely no attempt to delay, other than one example that 1 
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know of where material inadvertently was not put on a bus and did 
not come down and took some time, about which there were a lot 
of complaints. 

I don't know how to deal with that problem. Perhaps someone 
else does, but I can assure you that it won't happen to me again. 

Mr. Leland. Dr. Brandt, that memorandum will be submitted for 
the record, and any other information that you wish to submit!* 

We want to thank you both for appearing this morning. 

[Testimony resumes on p. 221.] 

[The following material was submitted:] 
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ntPARTMENT Of HLAITH HL'MAN SERVICES 



Memorandum 



July 1, 1983 

p ' om Director 

Divisijn of «*alysis, OAEP 

Subnet Congressional Hearings on "Prevention Strategies for Healthy Babies and 
Health/ Children" 

To Vanning Feinleib, M.D., Dr.P.H. 
Director, NQS 



On Thursday, June 30, Dr. Brandt testified before the Prevention Strategies Task 
Force of the House Select Committee on Children and Fannies. The tostiaony was 
written by HRSA staff early Monday and, ijxm request late Monaay aorning, Jennifer 
Madans went to a briefing for Dr. Brandt on Monday afternoon. We applied » few 
nunbers for the testiaiony (including previously unr el eased 1980 final infant aortality 
rates by race). Late Wednesday afternoon, however, a new uproar was raised when 
CASH received a copy of a petition from Public Advocates, Inc., on behalf of a 
number of minority and women's groups (the authors of the petition were scheduled 
to testify at Thursday's hearings-a copy of their tostiaony, which summarizes 
the petition, is attached). The purpose uf the petition is to induce UWS to make 
administrative changes in Medicaid and ms programs which the petitioners claia 
will reduce low birth weight and infant aortality, especially aaong the MacX and 
minority populations. It included analyses of NCHS aortality and natality data 
as wen as vital statistics data from a telephone survey of 50 selected city health 
departments. As a result, Dr. Brandt asked ae to appear Thursday aorning prior 
to the hearing to go over the petition. 

The basic conclusion of the analyses was that black aH white infant aortality 
rates and ?ow birth weight (UW) ratios are diverging. This part of the report 
was uirly reasonable, although I believe too auch was made of the very small 
increases in the black-white differential (e.g., the relative risk increased from 
1.S3 to i .91 between 1970 and 1979). It should also be noted that the latest 1980 
data show a further increase In the relative risk to 1.9E. Nevertheless, there 
t is no question that over the past 15 years the black rate renins considerably 
higher than the white rate, and there is no sign that it is decreasing more rapidly 
(unless an arithmetic difference is used which in this situation seems inappropriate). 

The next part of the report was a cost-effectiveness analysis of the provision 
of comprehensive prenatal care. The results suggested a net savings of $361 million 
if such care were provided to all low- income women. These conclusions were quite 
unrealistic since they assumed (based on what I consider rather flimsy evidence) 
a reduction in LB* ratio from 15 percent to 5 percent. 

The hearing itself vas attended by 15 Zongressnen, many of whom asked Dr. Brandt 
quite detailed questions (this took more than one hour). One of the major questions 
was why the Department's prevention goal for 1990 is 9 infant deaths per 1,000 
for the total population but 12 for minorities. Brandt replied that our ultimate 
goal is to bring all groups to the same level. However, tne 1990 goals were designed 
to realistically reflect what could be done given current medical knowledge. 
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Page 2 - Manning Feinleib, M.D. Dr.P.H. 

^«rd £ ^.^"Jff 1 1 ^ i " te ? *■* "ill subnit questions f or the 
record. Thus, w vill probably have to provide date to respond to s*e 

2nd $ bv 0 ^ 9 ^ * e ° £ ^ M3or **■»» thM * ' r«He?in^h^tition 

^ ftt? r 1?? "V""" «l*o by Dr. Brandt) was the ti-ejSes, o£ 
^ £hta LH*? ff ,Ub ^ t0 ' P** 1 criticise for ligging so 

ffl-^i^-i^^.Er 0 * 1 * 10 " o£ T iul •tesUtici and in the Knltoring ofiall 
area data across the country. I propose tlatt we ccnsider the institution^twc 
new system which will £iU these gaps. First, iHhould be reXativSy wSv tT 
replicate what the authors of tha petition did i.eTto select a m3/oF 
c«nltlM (States and citias) to serve as a Jurveiilai. JSh^;,^ 2r ly 
^w^^.^* mt v!° rUU ?' low birth weiiht, and>enat!l we 
Jtaf •wS^iliv. n t2l n ?! 1 be ■ r "*» «■*!•. be Selected w insure 

that 1\ign risk" ccaunities are adequately covered. Telephone surveys 
annual (or preferably quarterly) basT, would be designad Tp^ifcsSI.*.™ 
basic infornatiot. (e.g., nwbers of births, infant deaths, and fetal^thsfey 
race, mnber of low birth weight and very low birth weight infants^ race, aid 
r^L^Sff 1 ^ •gJj:.J»«"til care by race). SeccndrwelhSild aUoconsidar 
' ?TTS t J N * t *} Uy t0 P rwl(ta rational provisional sutistics frw 

natality data Ui «uch the sane way as our Current tortality Sasple provides 
provisional .rtality aietistics. The availability of natality dau win 
f^?«^J b }^!L t L!?4 t ?L pr,n » ul c * r ' It* birth weight, i*>ortant 
^£^5* } n ? n J, W, i th * nd J 0 ?" t0 »villtbillty ofa naSlity 

sample would also allow for provisional infant novttlity rates to be calculated 
by race. Currently, we are able to obtain infant death rates by race fro* the 
provisional data but the problns of estinating the under 1 population .ekes 
these audi less stable than the infant nortality rates, ferraanmle, between 
979 and 1910 the black-white relative risk increased fron 1.™1.9S baled on 
Infant nortality rates but decreased fron 2.14 to 2.07 based on Infant death 
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Memorandum 

Dm January 16, 1984 

F,om Director, Division of Analysis 

National Center for Health Statistics 

Ccnment* on Infant tonality Trends 

To Glenna M. Crooks, Ph.D. 

Deputy Assistant Secretary for Health (Planning and Evaluation; 

I am attaching the discussion of trends in infant mortality and related statistics 
requested by Dr. Brandt (per -Phyllis Zucker). 

You will be pleased to learn that, in order to provide the most recent race- 
specific data possible, the Division of Vital Statistics his prep/ red special 
preliminary estimates of the 1981 infant norulity rates (MU) iron, an interim 
mortality data file. The 1981 IMR was 11.9 per 1,000 live births. 10.5 for white 
ard 20. 0 for black infants. These rates represent declines from 1980 of 4.5 
percent for white and 6.4 percent 'or black infants. 

There have been many studies of the black/white differential in pregnancy outcome 
over the past several decades. Among the reasons cited for poor outcome among 
blacks are the following: 

- Higher proportions of teenage, high parity, and out-of-wedlock births 

- Lower socioeconomic status 

- Lack of access to high quality prenatal care 

- Higher incidence of infection (especially, urinary tract infection) 

- Lac£ of adequate nutrition 

Although material sacking and alcohol consiaption have been associated with reduced 
birth weight ant' possibly perinatal mortality, data from the 19B0 National Health 
!nterview Survey and the 1980 National Natality Survey show that black women are 
Tjewhat less Hkily than white women to smoke or drink. The age and parity 
cjs^ositiofTof blaik births explains only a small part of the difference in the 
incidence of low b^th weight. At almost every age parity combination blacks 
are twice as likely as whites to have a low birth weight infant . Similarly, 
educational atuintent explains only a small portion of the black/white ditter- 
ential. Even births to black mothers with college education had a higher low 
birth weight iivcidence than births to white mothers with less than high school 
education. Furthermore, although 56 percent of black births are to unmarried 
woocn compared with 12 percent of white, births, the incidence of low b<rth 
weight among married black mothers is still about 80 percent higher than among 
married white mothers. Thus, there is still a great deal we need to learn aoout 
the reasons for the black/white disparity in pregnancy outcome. 
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Trends in Infant fertility and Related Sutistics 



T*> reporu have recently been issued >diich posit a deterioration in cfcild 
health. The first report, "American Children in Poverty/ 1 was published by 
the Children's Defense Fmd (CDF). The CDF Report covered both health and 
welfare issues* We will confine our cements to the CDF discussions involving 
infant health sutistics. The second report, 'The Widening Gap," was published 
by the Food Research and Act'nn Center (FRAC). This report focuses en recent 
State and urban area trends in infant mortality and low birth wight, it 
emphasizes a presuned widening of the gap between Mortality rates for white 
and black infants, detailed cenments on specific statements in these reports 
are given in Attachment A. This docmwnt presents our views of the major trends 
in infant health sutistics. 

1. National trends in infant t >rt ality 

Although infant morulity rates (IMRs) have been declining at a rapid 
pace since the late 1960's, the IMR among black infants remains almost twice 
that of white infants. Furthermore, the U.S. IMR ranks 16th among industrialized 
Nations. The U.S.'s continuing high black IMR and its relatively poor inter- 
national standing point up a serious public health problem. However, this 
problem is not of recent origin; it has been with us for many decades. 
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how-ver, because both white and black IMRs declined by the same amount--7.5 

r 

percent, the largest single decline for either race over the two decades. 
Hirthennore, there were also substantia^ declines in fetal a»rtality for blacXs 
and whites during this period, resulting in a very high risk groia? of live 
births. Thus, the IMR declines are even wore iayressive. 

Ihe increased availability and effectiveness of neonatal intensive care 
wits (NIOJs) have been responsible for a substantial portion of the decline 
in the IMR. However, NIC(i« say have also had a subtle effect on the black/white 
IMR ratio: vhere are indications that their availability has resulted in changing 
definitions of live births and fetal deaths. In particular, as advances in 
neonatal intensive care^have led to greater success in saving very small babies, 
it is possible that aooa babies who would have been classified as fetal deaths 
a faw years ago are now classified as live births. Since black infants are 
■ore likely to be very it* birth weight, this changing definition would increase 
infant Mortality rates more for black than white infants. A similar phenomenon 
Cpuld explain the increase in the black/white differential in low birth weight 
incidence. Th,is and other limitations inherent in the data preclude a definitive 
conclusion as to whether there has really bten a slight change in the black/white 
ssorulity differential. Nonetheless, the data are certainly sufficient to 
reveal that infant mortality and low birth weight in the black population 
continues to be a major public health problem. I 

2. State and local aren trends ir infant mortality 

Both the CDF and FRAC Reports contain a number of statements regarding 
increases in infant mortality at the State and local level. As in many 
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previous reports, the analysis of the State trends concentrate cm changes 
between two points in tine, rather than trends over several years. The 
Bethodolofic*l problems in doing this have been discussed at length elsewhere 
(see Attachment A and Dr. Brandt's testimony before the Senate Subcotnittee on 
Rural Ifcvelopoent, Oversight and Investigation, Ccnaittee on Agriculture, 
Nitrition and Forestry, March 14, 1913). We reanalyzed the CDF data on the IS 
States for whicn 1982 data were available separately for whites and nenwhites 
and which had rets thaa 10,000 black births per year. The only State with a 
large black population anitted fron this group is CiJ ifomia. (We called the 
California State Vital Statistics Office and were able to obtain their rates 
for 1978-82. Although there was sose change in the way the data for whites 
were tabulated, the way in which the data for blacte were tabulated does 
appear to be caisistent over these years. These data shewed a black infant 
•ortality rate of 16.7 per 1,000 live births in 1982--lower than any of the 
nenwhite rates for the 18 States. Although this rate represented no change 
since 1981, the decline between 1980 and 1981 was wore than 12 percent, an 
unusually large decline for a single year. It is not clear why the CDF report 
did not include California data.) 

According to the CDF data, 9 of the 18 States showed an increase ip their 
nonwhite WR between 1981 and 1982 (the 1982 rate of 12.6 for Missouri is an 
error; it should be 19.6). Although this nunber was above the 1969-80 average 
(based on NOC data for these 18 States) of 4.3 States per year chowing an 
increase in nenwhite IMRs, it is not unprecedented. Nine of the 18 States 
showed an increase in 197* and tex. states showed an increase in 1976. In 
addition, in 1975 and 1978 seven States showed an increase. Furthermore, of 
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the nine Stues showing a 1982 increase in the nonwhite infant Mortality rate, 
six had shown a 1980-81 decrease of aore than 8 percent (the nonwhite infant 
mortality rate for the U.S. declined by 6.8 percent in 1981). Thus, it is 
likely that aany of these increases axe artifacts resulting frco an unusually 
large decline in the preceding year. A nore sophisticated approach is needed 
to sake sense of the State trends. 

The analysis of State trends in infant Mortality rates is extreaely 
difficult due to the large mnber of comparisons that need to be awde. Even 
if we restrict our attention to the 18 States in the OF report and the ytars 
Cron 1968 through 1?82, there are aany possible Mays in which a trend can 
depart fron the overall U.S. trend. A statistical analysis of trends in State 
infant Mortality rates for 1968-80 based on M3£ dm (using weighted least 
squares estivation of log-linear regression sodels), showed the following 
problens among the 18 States: 

a. The white and nonwhite rates for Florida appeared to be stabilizing 
during the latter pert of the 1970s. However! the CDF data suggest 
that 1981 and 1982 show a resuo^ticn of the decline in Dffis. 

b. Although the average rate of decline for nonwhite infant Mortality in 
Georgia frcna 1968-80 was about the saae as the U.S. decline, the MU 
were essentially constant between 1977 and 1980. The CDF data 
suggest that they rent in so through 1962. 
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c. Louisiana showed a significant slow-down in the decline of nonwhite 
IMRs during the lite 1970s but the CDF data suggest a resuapticn of 
the previous rate of decline. 

d. The nonwhite IMRs in Michigan, Missouri, and South Carolina declined 
at significantly slower rates than the U.S. rate of decline. 

Pur the mere, the CDF data suggest that tl e 1980-82 trend in each of 
these States is essentially flat. 

It is difficult to interpret these trends from a national viewpoint. The 
fact that they are each statistically significant at the 5 percent level does 
not take into account the large lumber of cenparisens that were actually Bade, 
fowever, frcn the perspective of a State official In Georgia, Michigan, 
Missouri f or South Carolina, it would certainly be important to analyze the 
State data in considerably more detail. The most fruitful possibility would 
be to look at trends in local area data. This needs to be done very 
carefully, however, in order to avoid sane of the pitfalls when dealing with 
small numbers. The safest approach would be to combine areas with similar 
sociodonographic characteristics. For exanple, the State data should be 
disaggregated according to inner-city blacks versus those living in suburban 
areas versus those in rural areas. These kinds of analyses could help 
pinpoint the problem and determine whether it is real, a chance occurrence, or 
an artifact of the data* 

Ancther problem with the interpretation of the State trends in IMRs is 
the lack of consistency with other factors. For exanqple, although the trend 
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among Michigan's nanwhites looks problematic, Ohio's 1980-82 trend appears to 
have been favorable (a 5.0 ; ircent decrease between 1980 and 1981, followed by 
an 11.1 percent decrease in 1982). Yet the economic situation in both these 
States was deteriorating (for the years 1979-81, respectively, the 
unemployment rate was 7.8 percent, 12.6 percent, and i2.S percent in Michigan 
and 5.9 percent, 8.4 percent, and 9.6 percent in Ohio). 

3. Kational trends in the incidence of low birth weight (LBW) 

Compared to the decline in infant natality, LBW has declined very slowly 
during the 1970s. Although the LBW incidence among blacks increased slightly 
between 1980 and 1981, larger increases occurred in two earlier years (1972 
and 1978). Thus, there seems to be little evidence of any departure from the 
trend. It is important to note, however, that unlike the situation with infant 
Mortality, the LBW incidence among blacks does seea to be decreasing at a slower 
rate than among whites (0.9 percent per year Tor blacks versus 1.7 percent per 
year for whites). Furthermore* the incidence of term low birth weight (i.e., 
low birth weight babies with gestational age 37 weeks or more) declined such 
■ore rapidly than the incidence of pre-term LBW (those with gestational age 
lefi than 37 weeks). However, within each type of LBW the decline among white 
infants was greater than the decline among black infants. Part of this may be 
due to the decrease in the fetal death rate and the phenomenon noted above 
with respect to neonatal intensive care inits (i.e., a changing definition of 
live birth). Mo-e detailed analyses of these trends is now underway. 
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4. Trend in prenatal care 

Black waoen are such less likely than white women to begin prenatal care 
in the first trimester of pregnancy. In addition, for the first time sinr.e 
1968 (when the data were first collected on birth certificates) there was a 
slight decrease in 1961 in tin? proportion of black live births where the anther 
received prenatal care in the first trjxester. Although the decline was tiny 
(62.7 percent to 62.4 percent) am 1 there was evidence of a slowdown in the 
rate of increase in early prenatal care during the late 1970's, the decline 
represented a significant departure frcoi the trend in the previous decade. 
For white women, the proportion with early care increased by only 0.1 percent 
(79.3 percent to 79.4 percent). 

Although the national data for black wcnen indicate a significant departure 
from the trend over the past decade, it is difficult to draw fina conclusions 
about the reasons for the decline since it occurred uniformly aaong both high 
and low risk black worsen. For example, when the data are divided by age, marital 
status, and educational attainment, there is no single group (out of the IS 
groups) with acre than a 1 percentage point decrease in the percent with early 
prenatal care. Che would have expected the decline to be concentrated in the 
high risk groups who were especially hard hit by the adverse economic conditions; 
between 1980 and 1981. These were certainly the groups that showed the largest " 
increases over the 1970s in the receipt of early prenatal care. 

When dealing with these recent trends in prenatal care, it is important 
to keep the najor problem in nind. Although the evidence on the effectiveness 
of prenatal care in reducing the incidence of LEW and infant aortal ity is not 
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conclusive, several studies have suggested such «n effect* Yet those women at 
highest risk of adverse pregnancy outcome in still least likely to receive 
early prenatal car-. PurthernDre, recent studies suggest that the quality of 
prenatal care may also differ by race and socioeconomic characteristics. For 
example, data from the 1980 National Natality Survey show that black women 
(especially those in the South) and women in rural areas are less likely to 
receive amniocentesis, ultrasound examinations, and electronic fetal 
monitoring but more likely to receive X-rays during pregnancy. 

5. Meeting the 3 990 prevention goals 

The CDF Report expresses concern about lack of progress towards the 1990 
Prevention Goals for infant mortality, low birth wight and early prenatal 
care. Although the CDF methodology is faulty Cit is incorrect to extrapolate 
rates based on only two points in time) and the conclusions regarding 
individual States are often incorrect, there is reason for concern. We 
extrapolated the national trends in these statistics between 1970 and 1981, 
and obtainM the following projections for 1990: 

Total White Black 

1MR per 1,000 7.8 6.8 13.5 

Percent low birth weight 6.0 4.9 11.5 

Percent with early prenatal care 82.4 84.4 74.6 

The extrapolation for prenatal care is based on a model which specifies 
diminishing annual increases, viz., log (1-P)«a*bt where T »■ proportion with 
early prenatal care and t - year. This model provided the best fit to the 
1970-81 data for both blacks and whites. 

Thus, only the total infant mortality goal would be achieved if current 
trends continue. While there is no evidence of a slowdown in the decline in 
infant mortality or low birth weight, neither is there evidence of an 
acceleration. There have been suggestions that the current economic recovery ■ 
will lead to such an acceleration. This seems unlikely, however, given the 
fact that the MR* and low birth weight incidence have declined steadily at 
the same rate through the 1970'* and early 19S0's (during both recessions and 
recoveries). 
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ATTACHMENT A- -Specific Consents on CDF and FRAC Reports 



A. Prenatal Care 

1. Inaccuracies in CDF prenatal care data 

Conp*ri$on of CDF daU with NCHS and State vital statistics data reveal a nunber 
of discrepancies. Some of the tare dramatic ftatenents about prenatal .care 
increases and decreases aade in the Q)F report vera based on the incorrect 
data. 

a. CDF reported that 21.1 percent of non white D.C. wcoen received 
late or no prenatal care in 1982. However, data obtained from 
D.C. indicates that only ft. 2 percent of non white D.C. vooen 
received late or 'no prenatal care. Ccnpariscn of the percentage 
of nonwhite and white woaan receiving late or no prenatal care for 
the years 1978-1981 as reported by D.C. , NCHS, and CDF revealed 
that the CDF percentages differed greatly f ran the D.C. and NCHS 
percentages. The CDF data indicate sharp increases in the percentage 
wenen with late or no prenatal care rtereas D.C. and NOB data 
indicated slight, but not steady, decreases in the percentages. 
There is, however, a large lumber of D.C birth certificates with 
prenatal care unknown (about 25 percent in each year). 
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b. The percent of nonwhite N.Y. women receiving late or no prenatal 
care in 1978 reported by CEF was much lower than that reported by 
N.Y. or by NBS (15.4 percent versus 22.3 percent and 19.6 percent, 
respectively). Further, CDF's statement that N.Y.'s 1982 percentage 
is twice as high as the national average fails to take into account 
the fact that the New York City data are based on a different question 
which is not comparable to the data from the rest of New York and 
most States. 

Methodological problems 

a. The CDF report counts the number of States for which the percent 
of waoen receiving late or no prenatal car* increased in 1982 and 
the number for which the percentage of women receiving early prenatal 
care decreased in 1982. However, they do not report the nuobe.* of 
States having increases and decreases in any preceding years. Thus, 
£h?re is no base of comparison for the 1P82 data. As with IMRs, a 
trend over several years neat's to be examined. Similarly, comparison 
of the 1978 and 1982 percent s to determine change in late or no 
prenatal care is inappropriate because the percentages are somewhat 
unstable and tend to fluctuate from one year to the next. The 
per cents increased steadily ir. only two States (South Carolina and 
Florida). To assess the change over this 5-year period, CDF should 
have fitted a regression line to the percents {preferably to the 
log percents) and looked at the slope of the fitted line. 
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While citing increases in the percentage! of nonwhite men receiving 
late or no prenatal care in Florida and South Caroline, CDF failed 
to note the sharp improvement in prenatal care reporting during 
1978-1982 for these two States. Changes in the percent of men 
reporting the month prenatal care began could have a large iapect 



on the results. 



d. In general, CDF does not take into account the accuacy of the estimates. 
The standard errors for estiaates frcn scne States are mx\ larger 
than for other States. It is particularly important to take into 
account standard errors of estimates for black women because of 
the small black population in certain States. 

B. Infant Mortality Data in CDF and FRAC Reports 

Ute CDF report presented infant mortality data for all races from 38 States, 
and for miwhite and white wcoen from 29 States (for son* States the rates 
presented for nonwhites are, in fact, for blacks). The FRAC report presents 
data for all races and for nonwhite and white women from 35 States. The FRAC 
report also presents infant mortality rates for 16 cities or urban cotnties 
which had increases in infant mortality between 1978 and 1982. Similar problems 
to those noted for the prenatal care analysis also apply to the infant mortality 
analysis. 
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Snail are* estiattet 

Infant aortal ity rates for 1982 for certain cities, urban counties, 
and even census tracts are presented without standard errors or the 
nunbers of infant deaths cm which the rates are based. Annual infant 
aortal ity rates for anil areas are highly instable, and no conclusions 
about changes in rates can be drawn from a change between two years. 
The CDF report presents an infant aortal ity rate for two Baltimore 
census tracts, an extreaely unstable statistic. The FRAC report cites 
Atlanta, Milwaukee, and Wake Co., N.C. as "disturbing exaaples of a 
widening infant health gap" based on changes in aortality rates between 
1978 and 19W. Ihe numbers of infant deaths in these areas in 1978, 
shown below, inu'cate that the results fcr these areas are too unstable 
to draw conclusions regarding a widening infant health gap. 



In addition, as discussed earlier, the coqparison of rates for 1978 
and 1982 is an inappropriate aethod of looking at changes over tine. 
A better approach would be to calculate the slope for infant aortality 
rates for all years between 1978 and 1982, and cunpare the slopes for 
white and black infant aortality rates. 



Infant deaths in 1978 
White Black 



Atlanta 

Milwaukee 
Wake Co., N.C. 



57 
36 



125 
52 
27 
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2. Table 2 of the FRAC Report presents *taan IMRs" which apperr to be 
utweighted averages of the State IMRs. This is quite misleading since 
a State like Nevada with about 1,000 black births receives the saae 
esph&sis as Illinois with 40,000 black births. 

3. Calculation of change ratios 

As discussed above* the calculation of the rate of change in infant 
mortality based on two years, 1978 and 1982, is inappropriate. In 
addition, the FRAC report presents an "average rate of b^roveoent or 
} mm change" for all reporting States and all reporting cities, there 
is no explanation given regarding how these are calculated. If the 
numbers are uiweighted averages of State change ratios, they are extreoely 
unreliable. 

C. Childhood Ianuiization 

The CDF report indicates in its preface that 1 'childhood ionizations have 
pi unacted." No data sources or further elaboration are given in the report. 
However, the preiace states that less than half of black preschool children 
are inmaiized against DTP and only 59 percent are immunized against polio. 
The foil wing CDC data indicate that initiation rates have not plume ted as 
claimed in the CDF report. 

Percent of nonwhite children 
1*4 years immunized 

DTP Polio 
1976 5372 J97T 

1981 S2.0 42.7 

While there is certainly no evidence of "plunneting," the low level of 
iimiuiization is a cause for concern. 
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Table 1. Infant mortality rites by race anJ ratio of rites for blacV infants 
to rates for white infants: ttaited Sta'es, I960* 

{Rates per 1,000 live births in specified mis Berimint 1970 
excludes dau for nonresidents of the United Sutej} 



Rite ' jutio 



Year 


All races 


Khite 


All other * 
Total slack 


Black/ttiiti 
( 






, 


— 










10.5 


17.8 




1.90 






11. 0 


19.1 . 


21.4 


1.94 




13.1 


U.4 


19.8 


21.8 


l 

1*01 






12.0 


21.1 


23.1 


1.92 1 




14.1 


12.3 


21.7 


23.6 


1.91 






15.5 


23.5 


25.5 


1.91 






14.2 


24.2 


26.2 


1.84 




«16.7 


14.1 


24.9 


26.8 . . 


1.81 






15.8 


26.2 


28.1 


1.77 


18. S 


16.4 


27-7 


29.6 • 


1.80 . 






17.1 


28 .5 


50.3 


1.77 






17. * 


30.9 


• 32.6 


1.83 ; 






IB .4 


32.9 


54.8 


i. ; 






19.2 


34.5 


56.2 


1.88 






19.7 


35.9 


57.5 


1.9C 






20.6 


38.8 


' 40.2 


1.95 






21.5 


40.3 


• 41.7 


1.93 

# 


1964. 


24. 8 


21.6 


41.1 


42.3 


1.95 




22.2 


41.5 


42.8 


1.92 






22.3 


41.4 


'42.6 


1.91 






22.4 


40.7 


41.8 


1.86 






22.9 


43.2 


44.3 


1.93 



^Provisional. 

^Figures are inject to change. These are preliminary figures based on a special inter ia ■ . * 
tabulation of data froo the 1981 uortality file. • : ; i ' \\\ 

Sflased on a 5C -percent saiqple of deaths. " — ' V* * 

4 Fi*ures by race exclude data for residents of New Jersey because this State did not - 
require reporting of the item for these years. *- 
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Table 2. Fetal death rates 1 by race and ratio of rates for black infants 
to rates for white infants: United States, 1970*1910 



Rite Ratio 



Year 


All 
races 


White 


Black 


Black/ 
White 






9.0 


8.0 


14.3 


1.79 


• 




9.3 


8.3 


14.8 


1.78 






9.6 


8.4 


1S.6 


1.86 






9.1 


8.7 


1S.6 


1.79 






10.3 


9.3 


16.0 


1.72 






10.6 


9.4 


16.8 


1.79 


• 




11.4 


10.1 


17.7 


1.7S 






12.1 


10.6 


19.3 


1.82 




1972 


12. 5 


11.0 


20.1 


1.83 






13.3 


11.6 


21.9 


1.89 






14:0 


12.3 


23.2 


1.89 





1 Fetal deaths are deaths of fetuses of 20 weeks or sore gestation. The 
rats is the nuober of fetal deaths per 1,000 live births plus fetal 
deaths. 



Table 3. Percent of infants of low birth weight by rac and ratio of 
percent for black infants to percent for white infants; 
United States, 1950-81 



All other races 



Year 


All 
races 


White 


Total 


Black 


Ratio 
Black/ 
White 


1981 , 


6.8 


5.7 


11.4 


12.5 


2.19 


19*0 , 


6.8 


S.7 


11.$ 


12.5 


2.19 






S.8 


11.6 


12.6 


2.17 




7.1 


5.9 


11.9 


12.9 


* 2.19 






5.9 


11.9 


12.8 


2.17 


1976 


7.3 


6.1 


12.1 


13.0 


2.13 




7.4 


6.3 


12.2 


13.1 


2.08 




7.4 


6.3 


12.4 


13.1 


2. 08 






6.4 


12.5 


13.3 


2.08 






6.S 


' 12.9 


13.6 


2.09 




7.7 


6.6 


12.7 


. 1S.4 


2.03 






6.8 


13.3 


13.9 


2.04 
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Update on Infant Mortality and Related Trends 

Joel C. Kleinman, Ph.D. 
National Cent<.~ for Health Statistics 
February 23, 1983 

Provisional data for the twelve month period ending November 1982 indicate 

that the infant mortality rate (IMR) was 11.2 deaths per 1,000 live births, 

the lowest ever recorded in the United States. This most recent data continues 

the sustained decrease evident since the mid~1960 f s (Figure 1). Figure 2 presents 

monthly moving averages showing that there has been no abatement in the rate 

of decline since January 1978. The annual declines in infant mortality during 

the 1970»s range fxom 2.1. percent to 7.2 percent with the 1980-81 decline (provisional 

data) at 6.4 percent. 

Despite the sizeable decline in infant mortality during the past 15 years there 
regain Urge differences in rates among subgroups of the population. In 1979 
(the latest year for which detailed final data are available) a black newborn 
was nearly twice as likely to die during infancy as a white newborn. Higher 
mortality among black infants has been observed dyer since reliable statistics 
have been available.. Furthermore, since both black and white IMR's have been 
declining at the rate of about 5 percent per year, there has been no change 
in the size of tne gap between these two groups (Figure 1), 

Cov-r-ariscn of INjji's aTong States should be based on final data tabulated by 
State of residence. The last year for which sucn data are available is 1979. 
Analysis of the annual changes in IMR's by State shovs that although the long 
tena trend is downward for every State, the trend is not a smooth one. In 
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fact, during the 1970's the number of States reporting an increase in their 
IMR's between any two successive years ranged from 5 to 19. 

These increases are due in large part to the fact that mortality is, to sane 
extent , a random process. For example, the overall decline in infant mortality 
between 198U and 1981 was $ percent. Yet, for * State with 40,000 births per 
year (the median number of births in the U.S.) the chance of that State showing 
an increase in its observed IMR is about 15 percent even if its true underlying 
IMR decreased by 6 percent. Tnis is further illustrated by the findings of 
a\ecent report by the Food Research and Action Center (FRAC) which indicates 
tnat the steady decline in infant mortality is being reversed in certain States 
and cities. That -eport presented data from State vital statistics offices 
showing 7 States to have experienced an increase in infant mortality between 
1980 and 1981. The National Center for hVilth Statistics contacted these 7 
States and found that 6 of then resumed their downward trend in infant mortality 
for 1982. Data from 1982 are not yet available for the 7th State (Rhode Island). 
Thus, while it is certainly possible that some States are experiencing a real 
increase in infant mortality, it is difficult to detect such changes based 
on short -term trends. 

Examination of the data over a longer time period snows that infant mortality 
has declined substantially in each State over the 10 year period ending in 
1977-79 (3 )ear averages are used in order to reduce the influence of randon 
fluctuation). Although a decline in infant mortality was evident for all States, 
the gap between the highest and lowest States has not changed substantially 
over the 10 ye.ir period. The ratio of the IMR for the highest State to the 
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rate for the lowest State was about 1.4 among whites and 1.6 among blacks in 
1967-69 and 1977-79, 

Birth Weight 

An infant's weight at birth is the prl;nary determinant of survival and health 
throughout infancy and early childhood years. The lower the birth weight, 
the greater are the chances of death, sericns congenital anomalies or other 
severe impairments. Although infant mortality has been decreasing rapidly 
during the past 1$ years, vhe cnanges in birth weight have been much less striking. 
The incidence of low birth .weight declined by 15 percent among whites compared 
to only 10 percent among blacks. The reduction in mortality has been attributed 
in large part to major advances in neonatal intensive care that have resulted 
in much lower mortality among infants with low birth weight. 

As was the case with infant mortality, the incidence of low birth v**ght (LBW-- 
below 2500 giams) is mucn greater among black tJian white infants. In 1960, 
black births were more than ,wice as likely to be of low birth weight as compared 
to white births. The differences in the incidence of very low birth weight 
(VXBW-- infants below 1500 grams who are at much higher risk of adverse health 
outcomes) is even greater: blacks are 2.7 times as likely as whites to have 
very low birth weight babies. 

In addition to the racial differences noted above there are large differences 
in the incidence of low birth weight and very low birth weight according to 
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mother's educational level. The proportion of VLBK and LBW babies decreases 
steadily with increasing educational level of the mother. Furthermore, there 
is no evidence that the *ap has been narrowing over the 1970s. 

Factors Associated with Pregnancy Outcome 



Many factors contribute to the racial and educational differences in infant 
mortality and low birth weig'it. The central role that high quality prenatal 
care beginning early in pregnancy can pla in reducing the racial and socioeconomic 
disparities in pregnancy outcome has been recogniied for several years. Trends 
sinca the 1970s have been encouraging. For example, the proportion of mothers 
*ho begin prenatal care in the first trimester of pregnancy increased from 
72 percent in 1970 to 79 percent in 1980 among whites and 44 percent to 63 
percent among blacks. Yet, in 1980 mothers at highest risX of having poor 
pregnancy outcome are still the least likely to begin prenatal care early. 

The potential effects of the current recession on infant mortality and low 
birth weight are difficult to predict. Investigation of previous changes in 
unemployment and infant mortality have been inconclusive. One of the major 
difficulties n such an investigation is the specification of an appropriate 
lag time. For example, it would seem that the effects of economic dislocation 
would be fr.ost ijnportant during the early part of the pregnancy. This might 
suggest a nine month to one year lag time. On the other hand, the effects 
of uiieruployment night not occur until unemployment compensation runs out, which 
•-ould suggest a two year lag. 
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Furthermore, perhaps the most sericus limitation of any study which would examine 
wh.1t has hnppcncd in th, recent past and try to determine whether there will 
be future increases in infant mortality, is that the nature of the current 
recession differs substantially froa previous recessions in two ways. First, 
the level of unemployment is much higher now than it has been in the recent 
pab* The last large increase in unemploynent occurred between U7$ and 1980 
when the unemployment rate rose from roughly 6 percent to 7.5 percent. In 
the current situation, the unemployment rata in sane States is well in excess 
of 10 percent. The magnitude of this i icrease may, by itself, result in a 
different relationship between uneapr/nent and infant mortality. The second 
serious problem is that the 1960 increase in unemployment was not accompanied 
by major cutbacks in Federal or State funds in maternal and child health services. 
The current situation is very different with some States reporting substantial 
reduction in funds for maternal and infant care. 

In suTcnary, current levels or unemployment coupled with the cutbacks in State 
maternal and infant health care programs could lead to a decrease in the proportion 
of mothers seeking prenatal care early in pregnancy. If this happens it is 
possible that the decline in infant mortality could level off, especially in 
those areas which are hardest hit by the recession and program cutbacks. Although 
8\M liable data do not suggest any abatement of the downward trend in infant 
nor tali t>\ it would be premature to interpret this as evidence that there will 
be no adverse effects of the recession on infant mortality* 
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Figure 1. Infant mortality rates by net: 
United State*, 1940-79 




Figu^d 2. Infant mortality rates for successive 12 -month periods ending with • 
each month indicated* 
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DEPARTMENT OF HlALTH fc HUMAN SERVICES 



fublic H««tih Stf»tc« 



Memorandum 



D.t« March 21, 1984 

From Director, National Center fOr Health Statistics 



sut)*ct NCHS Initiatives Related to Infant Mortality Data 



Assistant Secretary for Health 



This Is to clarify the National Center for Kealth Statistics (NCHS) Initiatives 
that were taken 1n response to Dr. Klelnman's memorandum of July 1 suggesting 
various needs for Infant mortality data: 

(1) NCHS has been collaborating with the Cvnters for Disease Control (CDC) 
on their National Infant Mortality Surveillance (NIMS) Project. The 
purpose of NIMS 1s to capitalize on linked birth and death data systems 
which have been developed In Many States. CDC will be asking each State 
to fill out standard tables using the linked data 1n order to obtain 
infant mortality rates by birth weight, gestation* and Maternal characteristics. 

U) In addition, NCHS has given very high priority to the development of 
a national system of linked birth and death records. This would Improve 
on CDC's NIKS approach by Maintaining unlfor* standards for linkage and 
for the allocation of Inter-State births and deaths. Furthermore, the 
availability of a national data bast wilt allow for more detailed analysis 
than would be available from standard tables' generated by each State. 

(3) We are Increasing our commitment to work with the States to provide technical 
assistance In the ut 11 nation of data at the State and local level. 

In particular. Dr. Klelnman's staff In the Division df Analysis has been 
• in contact with the 18 States with substantial black populations to obtain 
their most recent data Currently 1962). They are also consulting with 
statisticians 1n California, Maryland* Michigan, North Carolina, and 
New York City to encourage detailed analyses of their Infant mortality 
trends 1n small areas. 

(4) A number of analytic projects are currently underway to examine several 
aspects of pregnancy outcome; {a) statistical analysis of State trends 

in infant mortality and prenatal care based on birth and death certificates; 
(b) multivariate statistical, analysis of birth certificate data to assess 
the contribution of age, parity, education, prenatal care, and pregnancy 
Interval on low birth weiqht; (c) analysis of data from the 1980 National 
Natality and Fetal Mortality Surveys to examine the effects of several 
factors on pregnancy outcome. 

(5) In October 1983 I appointed a committee to plan collaborative research 
activities with foreign scientists on Infant and perinatal mortality. 
The International Collaborative Effort (ICF) on Perinatal and Infant 
mortality Is Intended to coordinate research activities of NCHS with 
parallel activities 1n selected Industrialized countries on this topic. 



TRACER 




37-266 0-84 16 



220 



Pa?e 2 - Assistant Secretary for Health 



The ICE planning group (which will Include the core NCHS planning group, 
invited PHS consultants and selected foreign researchers) will develop 
proposals for standardized research activities to be carried out 1n each 
country that will permit a comparative analysis of findings. These comparative 
studies w1U attempt to elucidate the factors responsible for the relatively 
high Infant mortality rates 1n the United State* compared to other Industrial Ued 
Nations. The results of these activities are expected to provide guidance 
for PHS programs and 'activities Intended to improve Infant health and 
reduce the disparities that currently txist between racial, ethnic and 
socioeconomic groups In the United States, The ICC planning group has 
consulted informally with researchers m other PHS agencies to ensure 
a coordinated effort on high priority issues. 

If you would like any further Information about any of these projects ! would 
be glad to provide more details. 

Manning Feinlelb, M.O., Or.P.H. 
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Mr. Lklanu The chairman would now like to recognize the next 
panel, Angela Glover Blackwell, Public Advocates, Inc., San Fran- 
cisco; Mr. Alan Sanders, Food Research and Action Center, Wash- 
ington, DC.; Ms. Sara Rosenbaum, Children's Defense Fund, Wash- 
ington, DC.; and Dr. Vicki Alexander, clinical instructor and chief, 
Obstetrics and Gynecology, Satellite Clinic, Harlem Hospital, New 
York. 

We will oak also that Dr. Taylor, if you will, join this panel at 
the point of questions and answers, if in fact any of my colleagues 
would wish to ask questions of you. 

Let me follow the tradition of the Chair, Mr. Dingell, and ask 
you to stand and be sworn in. 

[Witnesses <jworn.] 

Mr. Leland. You may proceed in whatever order you wish. 

TESTIMONY OF ANGELA GLOVER BLACKWELL, COUNSEL, 
PUBLIC ADVOCATES, INC.; SARA ROSENBAUM, DIRECTOR, 
CHILD HEALTH, CHILDREN'S DEFENSE FUND; ALAN SANDERS, 
NUTRITIONIST, FOOD RESEARCH AND ACTION CENTER; AND 
VICKI ALEXANDER, CHIEF, OBSTETRICS AND GYNECOLOGY, 
SATELLITE CLINIC, HARLEM HOSPITAL 

Ms. Blackwell. I will go first. 

I am Angela Glover Blackwell, attorney with Public Advocates, 
the law firm in San Francisco that filed the administrative petition 
in June of 1983 which presented data on infant mortality and pro- 
posed remedies for the widening gap botween black and white 
infant mortality rates. 

The client groups that we represent— black, Hispanic, civil 
rights, health and women's organizations — aie very pleased to see 
this very important issue receive the national focus that it de- 
serves. 

The main thrust of the petition and what those organizations 
hope for is that the current Reagan administration will give this 
vital issue of the death of small babies, black babies in this coun- 
try, the same concern that has been demonstrated by the Baby Doe 
rule and by the Squeal rule. 

It has been pointed out that between 1978 and 1982, if the black 
infant mortality rate had been the same as the white, 19,000 black 
babies would still be alive. We assume that many, if not most of 
those, were wanted babies, and certainly they deserve the concern 
and the commitment that has been shown in other areas. 

I want to clarify two points because I have heard a lot going back 
and forth about the issue of prenatal care. The thrust of the admin- 
istrative petition filed by Public Advocates was that prenatal care 
can solve this problem, that it can be made available through the 
medicaid program, that there are many women who are outside of 
the medicaid program who are poor and needy who need to be 
brought into that program. There is no question that if that hap- 
pens, the low birtn weight rate and infant mortality will be re- 
duced. 

Mr. Brandt alluded several times to the fact that even when you 
look at college educated, middle-income black women, their low 
birth weight rate remains twice that of white women. 
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In his testimony, he actually cited that 5.6 percent of the babies 
born to this group of well educated black women still produce low 
birth weight infants. That 5.6 percent is less than half of the na- 
tional rate for black women. During the past 10 years, that rate 
has fluctuated between 12.5 and 13.3. 

I am sure most low-income black women would say, yes, we will 
certainly take that 5.6, while there may be need for studies that 
examine low birth weight to find ways to reduce that 5.6 to the 2- 
point-something that was cited for white women, we already know 
that prenatal care could bring down the current 12.5 for black 
women to 5.6, we need to get on with that business of making that 
prenated care available. 

In the Public Advocate's petition, we asked basically for four 
things. We asked for clarification at the national *evel and leader- 
ship to bring those poor, low-income women into the medicaid 
system who are currently excluded because of various options that 
have not been exercised by the states but could be exercised. 

We have asked that the Federal Government take a leadership 
role and define comprehensive prenatal care so that those states 
participating in the medicaid program will provide a high level of 
uniform care to all ^omen across the country. 

We have asked that States participiting in the Medicaid Pro- 
gram be required to target those arers in their communities that 
suffer from nigh infant mortality ratra. 

The fluctuations across the country between black and white are 
astonishing, but many times who** you look within States and cities 
you find astonishing fluctuations. 

Some cities have areas that have 30 deaths for black infants per 
1,000, and in some areas as high as 45. There should be concentrat- 
ed efforts to identify those areas and target efforts to reduce those 
rates. 

We also asked for changes in the critical area of education and 
outreach. Dr. Brandt cited the healthy mothers-healthy babies cam- 
paign as being the model in terms of outreach and education. 

This is not a thorough study that I am going to cite. It is my ex- 
perience as an advocate moving across the country talking with 
groups like the Black Women's Health Network and Gther groups 
that are involved in advocacy or providing health care, and trying 
to got more women into the health care system. I have found that 
very few of those advocacy groups, very few of the health care pro- 
fessionals, ha/e ever heard of the healthy babies-healthy mothers 
campaign. 

As a matter of fact, as a result of my inquiries, it probably is 
more well known than it has been for the past year. Groups at 
least now know the name. The posters produced are placed in clin- 
ics ard other places where women already within the system will 
see them. 

I haven't seen any billboards, any television commercials like the 
"be all that you can be" army commercial that I see on the televi- 
sion, bringing women into the health care system. It is a voluntary 
organization, you have volunteers who are doing what they can, 
but we need this to be a high priority of the Federal Government. 
We need leadership in this area, and a voluntary organization in 
an area this vital is just not acceptable. 



er|c 227 



223 



Several of the other activities pointed to are also unacceptable. 
We have heard that in response to the work of Public Advocates, 
and the Children's Defense Fund, and the Food Research Action 
Center, that there is now going to be a task force focused on these 
problems. 

The task forces that we have seen in the past that have focused 
on these problems have done more to hurt rather than aid the 
search for solutions. I point only to the Task Force on Hunger that 
found no hunger. I wonder if this task force will find no infant 
mortality problem. 

We have heard talk of additional research projects. There may 
be areas where research is needed, but we would not like to see re- 
search of the sort cited today where statistics are played with, 
where information is reported in a manner that emphasizes the 
negative and masks the positive, as with the educated black women 
low birth weight statistics cited by Dr. Brandt. We perhaps need 
research into low birth weight but not as a prerequisite to making 
prenatal care available to all women who need it. 

In Brandt's testimony, he pointed out those factors that seem to 
be associated with low birth weight— teenage pregnancies, lack of 
nutritional information, and several oiher things, livery one of the 
things that he cited is a function of prenatal care. Teenagers often 
don't receive prenatal care because they are not eligible for it, be- 
cause they don't know that they should receive it. Women who 
have babies out of wedlock are often very poor. Lack of informa- 
tion, lack of access to prenatal care, accounts for their low birth 
weight and high infant mortality rates. 

In addition, when we see that lack of proper nutrition is associat- 
ed with infant mortality and that drug and alcohol abuse are asso- 
ciated with infant mortality, we also know that these are associat- 
ed with lack of prenatal care. 

Good prenatal care provides nutritional information and provides 
that information that encourages women to change their habits, 
the smoking and alcohol consumption habits, during pregnancy. 

The responses that we have had from the Reagan administration 
do not indicate a commitment to using available resources to solve 
the problem. We brought the administrative petition in June on 
behalf of blacks, Hispanics, and other groups because there needs 
to be a national commitment to solving a problem the solution to 
which is clearly within our grasp, and we have not yet seen any- 
thing on the part of the Reagan administration to indicate that 
they are looking to take that important step. 

Thank you. 

Mr. Leland. Ms. Rosenbaum. 



Ms. Rosenbaum. Thank you, Mr. Chairman. I have submitted a 
longer statement for the record and I would like to make several 
points now. 

Mr. Leland. Your full statement will be entered into the record. 

Ms. Rosenbaum. Thank you. First of all I would like to echo Miss 
Black well on a central issue that has come up at this hearing, 
namely, the difference between associative factors and causative 



TESTIMONY OF SARA ROSENBAUM 



lERLC 




224 

factors in the formation of Federal policy. Researchers have a great 
need to know exactly why trends are as thev are, and I am sure 
that given enough time and money we will be able to pinpoint 
what prevents low birthweight babies much better than we can do 
so today. But there is no end to the number of associative factors 
that have already been identified as putting a mother and infant at 
risk for an unhealthy birth outcome, and I believe strongly that 
the primary function of Federal policy in this area is to eliminate 
or mitigate as many of those associative factors as possible, because 
we know that the sum total of eliminating those factors will, for 
whatever reason, although we do not know exactly what the causa- 
tion is, produce healthier babies and bring down long-term Federal 
costs. 

As to the testimony presented today by the Department, I think 
that the major point in their testimony with which we take issue is 
their assumption underlying the testimony, especially of Dr. 
Brandt, that somehow there are great' reserves of untapped re- 
sources in the community. If women were simply educated better, 
if they were' more responsible about using the community re- 
sources, the Department suggests there are sufficient facilities and 
providers. In fact we know this is not the case. This is a health in- 
surance society. This is a society in which vou have to have health 
insurance or you have to have an awful lot of money in your 
pocket to get health care. 

Right now one out pf every two black children in this country is 
living in poverty, and in female-headed households the poverty rate 
for children is over 70 percent. Unless they have access to publicly 
financed services, these families will not have the means to pur- 
chase health care. In "American Children in Poverty," submitted 
earlier for the record, we cite case after case, all taken from actual 
complaints arising under the Hill-Burton Act, of mothers arriving 
at hospitals in labor, of babies arriving at hospitals deathly ill, so 
ill that in fact they died within several hours of admission, who 
had never seen a doctor or obstretician. Pregnant women were re- 
quired to put $400, $600, $800, $1,000 down in advance because 
tney had no insurance coverage, denied care, then refused access to 
hospitals. One pregnant woman was chased through a parking lot 
by a physician and told that next time she showed up and tried to 
deliver her baby at the hospital she would be arrested. At the time, 
she was experiencing what her family thought was premature 
labor. Another baby died in the hospital because the pediatrician 
on call said he did not serve poor babies referred from free clinics. 

This is the reality. We have had tremendous problems with 
access to health care in this country even prior to 1980. Dr. Brandt 
ic right to point out that the 1980 data already were showing dis- 
couraging trends in terms of accessibility of prenatal care. In light 
of that data, the last thing a reasonable administration would do 
would be to cut programs further. Yet what we have seen since 
1980 is the following. Although 8 out of 10 children in this country 
who are poor would be uninsured without medicaid, we have had 
deep cuts in the medicaid program. These reductions have thrown 
700,000 children off the program, have kept several hundred thou- 
sand more from ever qualifying for assistance, and we have the 
lowest correlation between poverty and medicaid for poor children 
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in this country any time since the program was fully implemented 
10 yea* fcgo. 

In^iher words, during the last major recession, the recession of 
/ the mid-seventies, we had a very high rate of correlation between 
/ the poverty rate and the medicaid recipient rate among children. 
Now we find that as the number of chilren in poverty has grown 
by unprecedented numbers and at an unprecedented rate, the med- 
icaid eligibility line is plummeting downward, and most of that 
downward plummet can be attributed directly to Federal cuts in 
the AFDC and medicaid programs. 

As for the issue of the availability of resources and the need or 
lack thereof for the maternal and child health legislation pending 
now in Congress, currently 32 States do not provide medicaid cover- 
age for women in two-parent working poor families. Almost that 
same number do not provide medicaid coverage to women married 
to unemployed workers, and at least 6 States still do not cover 
women who are pregnant for the first time. There is no question 
but that whatever resources there are that are out there are too 
scarce to marshal. We need the legislation that is pending now. 

Finally we took a look at title V and maternity and infant health 
projects around the country last year. These projects have a 20- 
plus-year track record of remarkable health outcomes when it 
comes to births to poor women. We found in our 10 State survey 
that 90 percent have either cut their programs, or had their level 
of funding frozen. We found that in only two projects was hospital 
care still available. We found MIC's turning away patients, con- 
trary to the assertion that in fact there are plenty of resources if 
one would only look. One MIC project turned away 103 women in a 
single month. The MIC did a followup of the women who had been 
turned away and found that 7 out of 10 ended up with no prenatal 
care at all. We note that in that county for the first time in 5 years 



point in the United States. 

In the entire State of Florida, only 38 percent of 65,000 pregnant 
women who were poor got comprehensive prenatal care last year, 
and MIC personnel in one of the Florida hospitals reported that 
300 of their patient:, a tremendous number, delivered with no pre- 
natal care. These are the statistics. These are the stories from 
around the country. 

We could go on. Most recently an r bstetrician from Cook County 
notified me to tell me that, because medicaid reimbursement rates 
for obstetricians amd hospitals are so low, they are having to drive 
their pregnant women in labor 90 minutes to Cook County Hospital 
to deliver their children, which obviously is an extremely high risk 
thing to do. There is absolutely no evidence for Dr. Brandt's asser- 
tion in his testimony that health care resources are adequate, and 
we would appreciate this committee's exploration of the basis for 
the Departments assertion that there are adequate resources. 

Mr. Leland. Thank you. 

(Testimony resumes on p. 252.] 

[The prepared statement and attachments of Ms. Rosenbaum 



there were two maternal 
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STATEMENT OF SARA ROSENBAUM, DIMCTOH, CHILD HEALTH , CHILDREN'S DEFENSE FUND 

Mr* Chairmen and Member a of this Subcommittee* — 

*t ere pleaaed to testify at theae hearinga, although the aubjact 
beincr diacuaaed hara today la not a plaaaant ona. Your Committee la 
lnveatlgatlng ona of tha moat aarloua laauaa currantly facing tha Aweri- 
ean haalth community, namely tha high lncldanca of death and low 
birthweight among tha natlon'a Black Infanta. Indeed, thla la an laaua 
of tremendoua importance to tha American community at large. Tha grim 
atatiatlca fot Black Infanta will ultlmataly haunt tha country for ganaratlona 
to coma. Tha naadlaaa daath of thouaanda of Infanta will coat tha nation 
dearly in loat productivity. moreover, thouaanda of high riak infanta 
will iurvive, but only at graat human and financial coat. A llfatlma of 
lnatitutlonal cara for an Infant handicappad by pravantabla cauaaa can 
aaally approach ona million 4ollara. * 

Thara ara 3 major polnta wa would Ilka to amphaalaa todayt 
1 . Yaara of reaetrch afforta hava Identified many of tha major 
riak factora aaaoclatad with Infant daath. and thara ara known and 
affactlva lntarvantlona for treating many tvpaa of rlaka . Por dacadaa 
/ axparta hava examined tha riak factora aaaoclatad with Infant daath. That 
examination haa ylaldad an immanaa body of knowledge on thla aubjact — 
mora than enough to parmlt pollcymakara to ldantlfy thoaa policy optlona^ 
that ahould ba purauad and thoaa that ahould ba raj act ad . While wa can 
and muat continua to rafina our knowladga aa to tha cauaea of infant daath 
in ordar to faahion ever-more-ef factlva remediea, wa certainly hava 
aufflclant Information on wJfcn to act* 

In lta aamlnal report, Battar Haalth for Our Children, tha 
flalact Panel for tha Promotion of Child Health atataa that -three-quartera 
of tha rlaka aaaoclatad with low birthweight [tha leading cauaa of infant 
daath during tha neonatal period] can be evaluated in the firat prenatal 
vtalt, and lnterventlona can be taken to reduce auch rlaka." 
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Those ricks range from socioeconomic indicators /such as poverty, to 
short pregnancy intervals, nutritional deprivation, smoking and sub- 
stance abuse, poor health, infections, stress, fatigue and a history 
of prior preterm blrt^s^ 

A comprehensive prenatal care program consisting of complete 
medical attention, counselling, nutritionsl supplementation and other 
health-related support services, hss been shown *o have a positive impact 
on birth outcomes* Indeed, the select Panel concluded thatr 

The effectiveness of prenstal care in reducing low 
birthweight — the most importsnt predictor of . 
illness or death in early infancy and of the teed 
for neonatal intensive csre — has been so well 
demonstrated in various well-«ontrolled studies 
that even the most skeptical reviewers of health 
services literature would agree that this form of 
care is one of our most valuable in promoting child 
health. 

This conclusion waa echoed by the Department of Health and 

Human Services in He a 1 t h t Un 1 1 cd S t a te a , (1981) t 

given the current medical knowledge, high-quality prenatal 
care beginning early in pregnancy holda the greatest promise of 
reducing the racial and aocloeconomic disparities in low 

birthweight. 

Just as it has identified numerous effective interventions during 
pregnancy, the federal goverment haa developed an extensive body of resesrch 
on the effectiveness of intensive care eervcea for high-risk newborns in 
reducing loss of life and mitigating potential handicapping conditions. So 
important are theae aervicea for high riak newborns that reaearchero both 
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within the Department of Health end Human Servicee end in medical inetl- 
tutlone throughout the country neve credited neonatal inteneive cere for 
much of the reduction in infe it mortality thet hee occurred over the peet 
decede end e helf. 1/ Moreover, neonetel Inteneive cere hee been found 
to be e coet-ef fective inteivention for e greet majority of the high riek 
population* 2/ 

2 • Deepite whet we know ebout rliKi duri ng pr egancy end at _t he _t ime 
o f b 1 rth, M we 11 ee whet Ineffective in reducing th o.ee _r_ Uke^t! bo ujwide of_ 
women end infanta, be ceuee of poverty e nd deprivAtiOALAtULAojlot JllYA •'2- 
eeeured aeene of ecc ee e to theee beeic-heelth eervlcea ._ B> ce uee. _gf _the_ir 
i ncreeeed poverty rates, minority mothare end infente ere w ore AUlf_l£A°_ A* 
st risk of inadequate e cceee to health cere . Dete recently ieeued by HHS 
regarding prenetal care indicate that the netion ie now feeing a elowdown or 
revereel of progress toward eerly prenatal care for all pregnant women, 
especially for non-white women. 5/ In e study of prenatal care trende. 
conducted by CDF during 1983r we found identical trends. 4/ Three quartere 
of responding statee in our survey reported e decline in the percentage of 
non-white women recoiving eerly prenatal care and an increaae in the 
percentage of non-white women receiving late or no care. 

There are several reasons why fewer pregnant women may be 
receiving early prenatal care end why a greater percentage mey be receiving 
little or no care. Chief emong those reeeons ie poverty. Indeed, the eig- 
nlficant growth in poverty over the last eeveral yeare directly parallela 
these disturbing prenatal care data. Ttiua, must be viewed as contributing 
substantially to this trend. 

Research hae yielded extensive information on the relationship 
between both poverty ano race and access to health servicee. Federal 
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researchers have reported, for example, that "high Income woven are 
501 more likely to receive prenatal care in the first trimester than 
low income women, rurther, the percentage of low-income women receiving 
preantai care did not increase between 1970 and 1976 as it did for'high- 
income women". 5/ Similarly, other federal researchers have found 
"....a deficit by the poor in uee of preventive procedures. Several 
studies have shown that, compared to those with higher incomes, the poor 
are lesa likely to receive breast ,exar j , p a p smears, prenatal care, or 
Immunisation against child health diseases". 6/ 

Mob t recently, working with data collected by the federal 
government, the president's Commission for the Study of Ethical Problems 
tn Medicine found "breathtaking" differences in utilisation of healch 
services between Insured and uninsured persons. 7/ Insured persons were 
901 more likely to receive hospital care and 541 more ambulatory care 
from physicians than were the uninsured. This disparity existed even 
among those in poor health status. Moreover, the Commission found that 
In certain parts of the country, especially in the South (where infant 
mortality rates are the highest), insured status did not erase 
disparities In the recipt of ambulatory heath care between Black and 
White Individuals. Insured whites in the South received almost 301 more 
health services than insured Blacks. 8/ 

3 . In 1 lojh ^t_o f wha t Is k nown about _t he_ _e f_f e c t J_v eness jo f pjr e n a t a 1 
and i_n fa_ n t care, the h eigh tened he_alth_rl s co n f ron tin^ Am er ica ' s d i sad - 
v a n tajj ed , and _ the tr reduced leve l of a ccess _ t ^ a j^^r q£r a^ t e serv ice 8 . we 
kno w wh at const Itutes se nsib l e federa l maternal and Chi Id _h e a_l th Jgo 1 i cv_ . 
Improving the health status of Black infants (and that of poor infants, 
who, regardles of race, suffer higher death rates V) is a task that is 
within our reach today, while researchers strive for an exact description 
of causation the associative factors surrounding deathrate disparities are 
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ac wvll accepted that it la eminently reaeonable for poiicymakere to 

act on current knowledge. ' 



familiea ara uninaurad or undar inaurad, and that medical cara for 
ajipactant aothara and infanta ia Important. Poiicymakera can therefore, 
aa thia Committee haa dona, taahion legialation to extend haalth inauranoa 
to poor working and unemployed faniliaa. We can alao, aa thia ComaUttee 
has dona, anact highar funding levela for programa deeigned to cara for 
uninaurad woman and childran, auch aa tha Tltla V Katarnal and Child 
Health Block Orant or Community Haalth Cantara. 



aasoclatad with daathrataa among Black and poor infanta, we can, aa 
Congreeeman Wasaan and Rangel hava dona, introduce legialation designed to 
ameliorate aoae of tha poverty in which thouaanda of farUiea e.:*at. We 
can expand nutritional programa of proven ef f act iveneae, auch aa the 
Supplemental reading Program for women Infanta end Children (MIC). 



health end eupport ayatem thet ie more reaponaive to the neede of poor 
women and children. Moreover, theae interventiona are modeat in relation 
to the eoclal coet of poverty, dieebility and death. For example, the coet 
of Medicaid coverage for prenatal and delivery care haa been aatimated to 
be $1500. On the other hand, one day of hoapital care for a high riak infant 
la $1000. 

rinally, the current level of knowledge certainly permits policy- 
mskera to recognlie bad policy. Federal cenaua data reveal that without 
Medicaid, 8 out of 10 poor children would be completely uninaurad. 10/ 
It would therefore be unwiae to et.act budget raductiona that remove nearly 
700,000 children from Medicaid and prevent hundreds of t.iouaanda more from 
ever obtaining benefita. JJ/ Y « fc tnia ia tha P° llcv tnat tn€ R *"9" n 
administration haa puroued. Thua, while poverty among children 



For example, wt know that a aubatantlal percentage of poor 



He alao know that aince poverty ltaalf ia a major factor 



All of theae interventiona contribute to the creation of a 
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grew by 31% from 1979-1982, Medicaid eligibiity grew by only 7% by 
the Department 1 ! own admission. Furthermore, FY 1982 data show that In 
rUcal Year 1982, the year that the OBRA cute became effective, the 
recipient rate for chidren remained virtually flat. 12/ The Medicaid 
recipient rate among poor children ia now lower than at any time since 
the program was first fully implemented. IV Xn the face of thia evidence 
the Administration presses for yet another $3.3 billion in Medicaid reduc- 
tions over three years. For Fiscal Year 1985, half of the Administrations 
Medicaid savings would be generated by removing more women and children 
frm the program and by forcing poor families to pay part of the cost of 
their care. 

Similarly, we know that poverty places a pregnant women at 
higher risk for horself and her baby. Yet, as a result of this Adminis- 
tration's policies, Aid to Families with Dependent Children may no longer 
be provided to indigent women pregnant with their first child until their 
final trimester of pregnancy, and their unborn children cannot qualify 

for assistance at all. 

In 1983 the President's Commission for the Study of Ethical 
Problems in Medicine reported to the President on its findings regarding 
the ethical implications of differences in the availability of health 
services. It concluded that there exists an ethical obligation to ensure 
that all Americans have access to an adequate level of health care and 
that -the u^Umate responsibility for ensuring that this obligation is met 
roots with the Federal Government." Yet the Administration is moving 
federal Policy away from, rather than toward, the fulfillment of this obli- 
gation. It is critical for the future ■>* the nation's children, that 
thia erosion in health policy for children be halted and that this Committee's 
modest legislative improvements now pending be enacted. 
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CHILDREN'S DEFENSE FUND 122 C St NN Washington, DC (202) 028-8787 



Introduction 

In 1983, tht health and reeearch divitiont of tht Children' a 
Defence Fund collected and analyaad tuti vital atatiatica from 1978- 
1982 on infant birtha and dtitht. We conductad our revlev by collecting 
from tha vital atatiatica offlcaa of all fifty tutti and the Diatrlet 
of Columbia final etate~level data on infant death, Ijv blrthvelght 
rataa and time at which orenetal cara vaa begun* tfhvn available, 
thaaa data vara collected by.raoei 

Stataa providad thaaa data from thalr annual vital atatiatica 
rcportc. In a on a caece, atataa par fonaa d epeclal coup u tar runa to 
provlda ua with prenatal cara information by raca. tinea individual 
atata data collection activltlaa dlffar in both tilling and content* 
aojaa of tha requeetetf data (eapeclally by raea) vara unavailable* 

In all, 48 atataa and tha Diatrlet of Columbia vara abla to provlda 
ua with final infant daath rataa through 1981. Itiirty-aavan atataa and 
tha Diatrlet of Columbia vara abla to furnleh ua with final infant daath 
rataa through 1982. Thirty-three atataa (rapreeenting ovar 731 of all 
U.S. liva birtha in 1982) providad ua with final prenatal cara data 
through 1982 dieaggregated by raca, Juiother atata providad ua 
with prenatal cara data dieaggregated by raca through 1981. Taken 
together, thaaa 21 etatee accounted for over 87 percent of all 
nonvhite infant birtha in tha United atataa in 1980. 

All of tha infant daath data Included in thle eurvey are final 
atatiatica* Their ehief limitation la that they meek major probleme 
occurring at a aubetata level (for inetance, in cltlee or countiee). 

The aaven eumnary tablaa included in thla compilation originally 
appeared in CDf'e January, 1984 report entitled Amer ican C hildren In 
Poverty, Hie eummary tablae included in thle coipTTation differ 
elighfiy from thoee In American Chil dren, however* elnca eubeequent to 
publication of that report, aaveral c€iTcc provided ua with additional 
data. Additionally, thla compilation lncludee the individual charta 
on birtha, deathe, low blrthvelght* and prenetal cara that va prepared 
for each reporting atata. 



Summary of tha Children*e Defence Fund' a 
19|4 Survey of State Vital Statletl**, 
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Ma tianintd tht data to dtttr»ina whtthtr thtrt had occurrtd any 
troaion of tht progrtss in infant htatth that hat bttn taut ovtr tht 
past two dtcadta. Additionally, wt anal* ltd tht data to dtttrtina if 
thtrt had bttn a slowdown in statta* ratt of progrtsa in rtducing 
infant Mortality, in ordtrto dtttrmint tht adtquacy of statta* ratt 
of progrtss in lowaring tht infant mortality and low birthwtight rata* 
and improving acctss by prtgnant woman to tarly prtnatal cart* wt 
thtrtfort compartd ratts of progrtss in tht artas of infant Mortality, 
low birthwtight and tiat at which prtnatal oart was btgun against 1990 
0*1. goals for infant Mortality. Tht rtsulU of this comparison art 
stt forth in Tablts V-VXX. 

findings 

A. Infant Mortality 

Tsblt X atts forth atatt infant Mortality statistics by ract for 

1971-1982. 

Bttwtetn 1981 and 1912* 21 of 40 rtporting lUtti <AL, DE, XA, XL, 
KY, MD, MS, MO, KB, MH, I4J, MY, MC, OK, OK, tC, SD, UT, VT, VA, MA) 
rtporttd an incrtast in infant Mortality ratts for ont or both racts 
of Infants. Thtst data art too prtllnlnary to dtttct an infant 
Mortality trtnd. Mowavtr, by 1982* tht black/whitt infant dtath ratt 
"gap" had widantd ovtr pravlouu ytars in 19 of 30 statta that rtportaA 
infant Mortality statistics by ract (At, DC, PL, GA, RZ, XL, KY, LA, 
MD, MX, MO, MJ, MC, OK, PA, tC, 10, VA, MA). This is s Mat tar of 
conctrn, sinct it indlcatts an unacctptably slow ratt of progrtss in 
raduclng nonwhltt Infant Mortality ratts. 

■ . Low Birthwtight JUtt 

Birthwtight is a crucial htalth indicator for infanta* Low birth- 
wtight Infants (walghing 2500 grtMS (5.) lbs) or ltss at birth) art 
twanty timta Mora Kktly to die within tht first ytar, 1/ Two-thirda 
of all infant dtaths occur aMong low birthwtight Infants. 2/ Low 
birthwtight is also aasociattd with incrtastd risk for MtnTal 
rttardation, birth dt facts, growth and dtvtlop«tntal probltMS, 
blindntss, autism, ctrtbral palsy, and tpllapay, \/ Monwhitt infanta, 
who art twlct as llkaly to dit in tht first ytar of lift aa thtir 
whltt counttrptrta, art alao twlo aa 11 Italy to bt low birthwtight, 

tmblt XX illustratta tht nation's continuing low birthwtight 
problaM. Among 30 statta rtporting final low birthwtight data by ract 
through 1992, only 0 (AL, CO, MX, KY, MY, HO, UT and MA) show low 
birthwtight ratloa of ltaa than 2,0, Black babita contlnut to sufftr 
fro* low birthwtight at twlct tht ratt of whltt infants. 
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C. Prenatal Car* 

Prenatal care it clottly aesociated with healthy birth outcomee. 
Babiee horn to woven who receive little or no prenatal care 4/ are 
three timee more likely to be low birthweight and three tine? as 
likely to die in the firat year of life. 5/ Monwhitt women are twice 
as likely as white women to receive little or no prenatal care. <§/ 

Tables XXZ and IV preaent the moet compelling data obtained by 
our survey. Between XM1 and 19S2, in 2J of 35 etatee reporting pre- 
natal care data, the percentage of women receiving little or no care 
increaeed. (See Table XV and XV A). Xn II of 23 etatee reporting 
prenatal care data by race, the percentage of nonwhite women receiving 
little or no prenatal care increased between 1911 and 1912. (»•• 
Tables XV and XV A).) 

Ae the percentage of women receiving littXe or no care increaeed, 
simultaneously, in 20 of 35 reporting etatee the percentage of wonen 
beginning prenatal care in the first trimester declined. (See Tables 
XXX and XV A.) moreover, in 19 of 23 etatee reporting prenatal care 
data by race, the percentage of nonwhite women receiving prenatal care 
in the first trimester also declined, (tee Tables XXX and xv A.) 

The prenatal care statistics for nonwhite women* substantially 
worsened in several states. Xn 10 etatee (At. DC, Ft, MO, NY, OK, SC, 
TN, TX, and UT) the rate of late or no prenatal care for nonwhite 
women wae the woret in five years. Several etatee ehowed dramatic 
increaaes in the percentage of nonwhite women receiving late or no 
prenatal care. Between 1971 and 1912, Florida 1 • rate jumped by «3l? 
Mew York's, by 3411 South qarolina'e by 291? tmtae' by 111 and 
Oklahoma »s by 141. Mew York State leads the nation in the percentage 
of nonwhite women (21.31) receiving little or no prenatal care. 

There are undoubtedly numerous reaaans for this wideepread shift 
away from early prenatal care and toward late or no care. Unemployment 
and growing impoveriahment among families with children in recent 
years, federal and state budget reductions leading to fewer public 
servtcee, 7/» and the eiteaMs percentage of adolescent birthe all 
contribute To this trend. Becauee of the extraordinarily serious 
impact of prenatal care on birth outcom*, it is critical that public 
• xpanditures for maternity services expand to meet th* growing need. 

Yet, in spite of these etitietice, federal expenditures have 
failed to reepond to need. Federal changes in eligibility requirements 
under the AFDC and Medicaid programs that were enacted in 19S1 have 
reeulted in loet or reduced AFDC benefits for 725*000 families, 
including over 1.4 million children. 1/ Boms 700*000 children loet 
Mediceid completely. 9/ Mundrede of thousands more poor familiee with 
children who would have qualified for AFDC and Medicaid under pre- 1911 
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etitaria no longar do to. Ncium of thatt rtttrlctiont, whllt tht 
ptrctnttgt of chlldrtn living In povtrty htt rlttn •taadlly In tha 
past Mviril yttn to tht hlghttt ltvtl tlnct 19*5, tht ptrctnttgt of 
ptrtont in povtrty qutUfylng for Mtdlctld dtcllntd froa ovtr 951 at 
tht btlght of tht 1974-7* rtctttion to lttt thtn ?SI in 1M2. 10/ 

D. Vtit Surgton Oanaral^t Gotlt for Rtduclng Infant Mortality 
In tht unlttd Itattt by 1990 

In 1179 tht Suryton'Otntrtl of tht Unlttd Sttttt tttablltbad 
national goalt by which to attturt tht nttlon't rttt of progrtst in 
rtduclng tht rttt of inftnt aorttllty tnd low blrthwtlght tnd 
Improving tccttt by prtgntnt vgnn to prtntttl cart in tht f Irtt 
trliattar. Tht goalt, dtvtloptd with tht tttltttnct of tht ffttlontl 
Actdaay of Sclanctt, pa rait a coaptrlton batwatn tht currant Inftnt 
ntttllty tnd aorttllty trtndt tgtlntt ftdtrtl goalt that build upon a 
rttt of progrttt ttttbllthtd ovtr tht pttt two dtcadtt. 

Tht lurgton Gtntral'a goalt Includt tht followlngi 

o jy 1990. low blrtnwtloht btbltt thould conttltu tt _n_g 
^o7t thin * ptrcan t oLall 1^ 

or athnic tube roup txcttdTng f ptrctnt oX til itvt oirtna . 

o iy 1990. t ht U.I. Inftn t Mort ality rttt thou ld not txcttd 
? X K«5tj5tr^M^ 

qTwTxcttjftnq 13 dtttht ptr TfftrrTTvtTIrlKtT ^ 

o Bv 1990. 90 Ptrc tnt of prtgntnt woatn thould btglg 
ffrr!!fc£g^ th. tirtt trUttttr, btc t>T^ht 
^ c 4^ ^rmgnT> M twttn tppropTYtg^lTtrnTCy cart 

and^bTfth outcoat* 

bttwatn 1910 and 19I2, wt dattralntd thtti 

o Thirtttn of 40 rtporting ttattt will not attt tht Surgton 
Snlr!l"t 1990 goalt for rtduclng Inftnt aorttllty aaong til 
Vntiltl. StvSntStn of 30 tUttt r. porting infant aorttllty 
data by>aca will not Mit tha lurgton Otntral't 1990 goalt 
for nonwhltt Infanta* 

A Tfcirtv-two of 39 rtporting ttattt will not attt tht lurgton 
2^1^1990 gcalifor rtduclng tht low blrthwaloht rttt 
t^rinf.n"! 9 Sint r two of 30 ttattt r.port ng Jow Mrth- 
wtlght data by rtct will not atat tht 1990 goalt for nonwnitt 
* Inftntt. 

o Ttilrty of 33 raportlng ttattt will not attt tha Surgton 

natal ctrt data by rtct will not attt tht lurgaon central t 
1M0 fOtlt foe non-wfclto 



finally, tlnct to faw tttttt ara pwjtttad to Mat tht "urgion 
flaatTtl" ltio goala foe althar pcanatal otro or In birthwtlght. It 
!£ara thirthoaa autaa that do\aat tha 1M0 goaH «or Infant 
Mortality Will do ao Mlnly through tha provlalon of barolc attdlcal 
c«a of low blrthwtlght Infanta rathar than by reducing tha nwbar of 
low birthright infanta through tht provltlon of bttttr prtnatal and 
pravantlva aarvlcaa. 
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Overview and Major Findings 

Although all Americans have been weathering a recession, 
America's children have suffered most. Across the board 
federal cuts xn survival programs for children in a time of 
family unemployment and need have worsened the plight of needy 
children. This is apparent in the creeping upward* of infant 
mortality in a number of states; in the decreasing access of 
mothers and children to prenatal, delivery, and preventive 
health care? in the growing reports of child abuse and neglect} 
in unmet child care needs; and in shrinking .applemental 
education services. 



I • DECREASE IN PRENATAL CARE 



O ver the past three years, there ha s been a disturbing 
nationwide decrease in the percentage of women receiving 
prenatal care during the first three months of pregnancy and 
r ise In the percentage of women receiving late or no prenatal 
care . 

Of 33 states reporting prenatal care data for all 

women : 

• Twenty-six states showed increased percentages 
of women receiving late or no prenatal care 

in 1982 over preceding years (Ala., Calif., Del., 
D.C., Fla., Hawaii, Kans., Md., Mo., hiss., 
Neb., N.H., Nev., Mich., N.Y., N . Dak., Ohio, 
Okla., Oreg., Pa., S.Cw S.Dak., Tenn. , Tex., 
Utah, and Va. ) . 

e Twenty shoved decreased percentages of women 
receiving early prenatal care (Del., D.C., Fla., 
Hawaii, La., Md. , Miss., Nev., N.J., N.Dak., 
Mont., Neb., Okla. i Pa., S.C., S.Dak., Tenn., 
Tex. , vt. , and Va. ) . 

Of 20 states reporting prenatal care d&ta by race: 

• Sixteen showed a decline in 1982 over preceding 
years in the percentage of nonwhite women 
receiving prenatal care during the first trimeste 
(Ala., Calif., Del., D.C., Fla., Hawaii, La., 
Md., Miss., Mo., N.J., N.Y., Okla., S.C., Tenn., 
and Tex. ) . 
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THE SMITHS 



When she was 8 months pregnant, Marsha Smith of Abingdon, 
Virginia, was rushed to Johnston Memorial Hospital. She 
had not seen an obstetrician. Thsre are only two obste- 
tricians in the county and both demanded $650 up front 
•before they would see her or deliver her baby. She and 
her husband could not afford medical care. 

The first time she arrived at Johnston Memorial, she was 
told she could not be admitted without a personal physician. 

5 ? r * le< * al services attorney intervened, the hospital 
admitted and treated her for an acute kidney infection. She 
was released the following day. 

The next day, Mrs. Smith returned to the hospital again ih 
acute pain, sure that she was in premature labor. The Chief 
of Emergency services refused her admission saying "she 
knew she was not supposed to return to that hospital." The 
physician then chased Mrs. Smit: and her husband out to the 
Parking lot, threatening to call the police if they did not 
leave. He told her that he would not admit her, even if she 
was in labor. 



Mrs. 



: „ , ^ ~ " "~ ----- a^... A w HC4 , CVBU J.4. She • 

in labor. 

Smith drove twenty miles across the state line* to Bristol 
Memorial Hospital in Bristol, Tennessee. She was hospitalized 
tor five days with a major kidney infection.. Remarkably, she 
^ delivered a healthy baby a month later at Bristol Memorial 
Hospital, which bent, the rule against admitting out-of-state 
residents. 

All names in this report have been changed. 



Six showed an increase in 1982 over preceding 
years in the percentage of nonwhite women 
receiving late or no prenatal care (Ala., Calif., 
Del., D.C., Fla., Hawaii, Md., Miss., Mo., N.Y. » 
Ohio, Okla. , S.C. , Tenn., Tex., and Utah). 

In 10 states the rate of late or no prenatal 
care among nonwhite women was the worst in 
five years (Ala., D.C. , Fla., Mo., N.Y., Okla.V 
S.C, Tenn., Tex., and Utah). 

New York State leads the country in the percentage 
of nonwhite women receiving late or no prenatal 
care. In 1982, 21.3 percent of nonwhite women 
in that state received late or no prenatal care-- 
twice the national average for nonwhite women. 
The District of Columbia ranked second, with 
21.1 percent of nonwhite ^oren receiving late 
or no prenatal care. « 



2 



244 



240 



Sevoral states show dramatic increases in thi? 
percentage of nonwhita women receiving late or 
no prenatal care. Between 1978 and 1982, 
Honda's rate jumped by 63 percent; New York's, 
by 34 percent; South Carolina's by 29 percent; 
Texas 1 by 11 percent; and Oklahoma's by 14 percent. 



II. INCREASING INFANT MORTALITY ^ H 

Between 1981 and 1982, death rates for ill infant* Increased 
in 11 states: for white infants in 9 states , and for nonwhlte 
infants in 13 states. National nonwhite infant mortality rates' 
remain unacceptably high as does the morta ' .ity "gap" between 
nonwhite and white infants, . 

• Death rates among all infants increased in 11 states 

in 1982 (Ala., Del., Iowa, N.J., d.C. , N.H., Neb., 
Okla., Va., Utah, and Wash.). 

• Death rates for white infant* increased in. 9 states 
(Ala., Del., N.Y., N.J., N.C., Okla., Utah, Va., and 
Wash.). 



Over the past 2 year.*, the numbfr of high-risk newborns 
being, transferred to Scott and White Memorial Hospital 
in Temple, Texas has increased sixfold from a half- 
dozen a year to a hUf-dozdi every two months. The 
rise in the number oi transfers is, according to neo- 
natalogists at Scott and White, the result of an in- 
creasing number of uninsured babies in need of intensive 
care at a time when resources for neonatal intensive 
services are shrinking. Because, these babies have no 
source of payment, they are sometimes transferred 
distances of up to 200 miles to Scott and White, one 
of the few facilities that will accept them. 

Recently, the situation has become further complicated 
as the transport programs that are needed to carry those 
babies iong distances have also begun to disappear be- 
cause of a lack of funds. The companies that do exist 
refuse to go long distances. As a result, transport 
time is exceeding 12 hours in some cases. This is a 
lifetime for these babies tor whom every minute spent 
without appropriate care means life or death. Although 
doctors at Scott and White are just beginning to study 
the information, their subjective impression is that 
babies who are subjected to lengthy delays have out- 
cor.^s markedly poorer than other babies being treated 
at the facility. 
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• Death rates for nonwhite infant* increased in 13 itatti 
in 1982 {Ala., Ky., ill., Md. , N.C., Miss., Mo., N.J., 
Oreg., s.C, s.Dak., Va. , and W.Va.). 

• The nonwhite infant mortality rate in our nation'! \ 
capital exceeds that in Cuba and Jamaica, both aignifi- 
cantly poorer countries. *> 

• These statewide data musk more severe infant death 
problems in some city neighborhoods. For example, 

two Baltimore census tracts show infant death rates as 
high as 59.5 per 1000 live births, This exceeds 1981 
infant death rates in Costa Rica, Panama, Guyana, 
Trinidad, and Tobago, and is more than double retes in 
the Soviet Union. 



III. LAG IN MEETING SURGEON GENERAL 1 S QOALS 

A t the current rate of progress, a majority of reporting 
states will not meet the Surgeon General's modest 1990 goals 
for reduction of infant mortality. Those that do, will 4o so 
In the costliest rather than the roost cost-effective way * 
by saving premature babies through expensive neonatal intensive 
care rather than by producing healthier babies through adequate 
prenatal care. % 



In 1980 the Surgeon General of the United States established 

the following goals for reducing infant deaths in America by 1990 

• By 1990, low blrthwelght babies should constitute 
no more than 5 percent of all live b irths with no 
racia l or ethnic subgroup exceeding" percent of 



all live births . ^ 

At the current rate of progress, 80 percent of our 
reporting states will not meet their low birthweight 
goals for all babies, and 78 percent will not meet 
their goal* for ndnwhite babies. 
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Decreasing Low Birthweighi 
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• By 1990, the U.S. intant mortality rate should 
not exceed 9 deaths per looo nvt &irths» wiIK no 



racial or ethnic subgroup exceeding 12 deaths per 
1000 live births. " 



At the current rate of progress, 32.5 percent will 
not rr-eet their goals for all children and 55.2 
percent will not meet their goals for nonwhite babies. 

Reducing Infant Mortality 
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• By 1990, 90 percent of pregnant women should begin 
m edical care in the first "Trimester , because or~ 
the high c orrelation between appropriate mateTnTty 
care and birth outcome . 

At the current rate of progress, 94 percent will not 
meet their goals for all children, and 95 percent 
will not m*et their goal for nonwhite babies. 



Improving Prenatal Care 
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IV. GROWING EXCLUSION FROM HEALTH CARE 



F ederal budg et cuts and changes .n Title V Maternal and 
Child Health Programs , Community and Migrant Health programs , 
and Medicaid have contributed significan t ly to increasing 
n umbers of poor women and children without money or insurance 
being turned away from prenatal, delivery and other needed care , 

• About 90 percent of the Maternal and Infant Care (MIC) 
clinics we interviewed in 10 spates had either had 
funding levels frozen (equivalent to a 20 percent 
cut in light of medical inflation) or had their budgets 
reduced. Clinics in Ker.tuct y and Maine had budgets 
cut by. 50 percent. The MIC in Halifax County, North 
Carolina, lost over a third of its funds, while MXCs 
in Hartford, Connecticut, and Nortli Central Florida 
lest 25 percent of their funds. MICs in New Mexico, 

Mobile, Alabama, and Charleston, south Carolina were 
forced to slash staff by 50 percent. Only 2 of the 
20 chni-s were still able to provide hospitalization 
costs fo. the majority of their clients in ne»;d. 
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frank and Ell^ Ko^an brought their baby to the Ross County 
\!*.:cal Center in **oiunbv,s, Ohio, for care. Their desperately 
..1 Laby had U-».Ti o.irined by a physician at a public clinic 

Pike Cc-unty ■.*.,<. ;: rod lately referred the Hog an s to Ross 
;our.ty s^ that their baby could be admitted and treated. The 
Hocians were indigent dr.d had no doctor of their own. 

Vpon arriving at Poss County, the Hogans were kept 
waiting in the emergency room for four hours. The baby was 
finally admitted by a radiologist after the pediatrician on 
call had refused to admit or treat the baby. The oaby died 
a few hours later without having received medical attention 
other than that rrcvided by the radiologist. 

When asked wny he refused to admit the baby, the pedia- 
trician said that he was not going to serve as back-up to any 
"free clinic." This physician appears to have a history of 
refusing to admit indigent patients. 



Half of the MICs have had to turn away patients as a 
result of increased demand, decreased funds, and new 
eligibility restrictions. In one month, 103 Kentucky 
women were turned away by MIC projects. In Lexington 
'ounty, Kentucky, 55 per 1000 pregnant women were 
:.ot receiving prenatal care in 1982. Two year3 ago, 
this nunber was only 32 per 1000 pregnant women. 

In the entire state of Florida las year, only 38 percent 
of the 65,000 pregnant low-income women were getting 
coiaprehensi ve prenatal care. MIC personnel in 
Florida reported that in one hospital, 300 of the 
hospital* 3 charity care maternity patients (30 percent) 
delivered with no prenatal care. The majority of the 
patients stated that they had tried unsuccessfully 
tr get affordable care. Demand in that state was so 
great that there was a two to four month waiting 
^er±od fcr an initial appointment at the health department. 

In Michigan, 10,000 of the 140,000 women delivering 
V,abies had fewer than 5 of the 12 recommended prenatax 
visits. ■ A recent study by Oregon health officials 
f< ,;nd li.at since 1980, a smaller percentage of pregnant 
!i.r."'» ooen receiving early prenatal care. In 
la:,, -a, .\ealth officials report that almost 50 percent 
.: .■•uic's pregnant worsen are going without adequate 

: at.il care . 
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Around midnight, Eugenia Martinez arrived at St. Mary's 
hospital in Palm Beach, Florida with her baby, Enrique, 
who wjs vontiny and running a fever. The family had to 
wait over an hour before a physician (a neurologist, since 
no pediatrician was "available") briefly examined the chi?.d 
bvit refused to provide any treatment saying, "he didn't know 
anything about children's diseases." The neurologist told 
the Martinez family, which was poor and without a pediatrician, 
to stop giving the baby milk and sent them home. Two days 
later the baby was hospitalized for two weeks at John F. Kennedy 
Memorial Hospital, a distance away, suffering from dehydration 
and feeding problems. 



• Some MIC project* no longer, can provide any medical 
prenatal care. In 5 programs, the MICS are able to 
provide only supportive services (e.g. counseling, 
nutrition and health education), while the women 
must purchase medical services through a private 
physician. Transportation is now rarely provided. 

• 84 percent of the MICs surveyed report increased demand 
for their services, which they relate to high unemploy- 
ment. In areas not directly experiencing high 
unemployment, many of the families seeking services 
had recently moved from more depressed areas in 
search of work. Nine MICs reported that the increased 
demand was also related to tlie impact of Medicaid cuts. 

e More restrictive Medicaid eligibility in many state* 
has resulted in more uninsured low-income women seeking 
affordable care. Low Medicaid reimbursement rates 
have resulted in few private physicians willing to 
accept poor clients. A survey done by the health 
department in Hartford, Connecticut, showed that 87 
percent of the obstetrician-gynecologists in the 
area refused Medicaid patients. In one Kentucky county 
where previously 12 physicians had attended Medicaid 
patients, this is now down to four. 

• Some hospitals like the Medical University of South 
Carolina have announced that they would no longer 
accept uninsured patients. Others refuse Medicaid 
patients or, like the Orlando Florida Medical Center, 
have established quotas on the number of patients they 
will accept at the Medicaid rate. 
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THE WALKERS 



Jean waiver in la^r, was rushed one night in early 
.'anuary to u spall scuth-central Tennessee hospital along 
t y.e Tennessee-Alabama border. Her husband, Edward, was 
a day laborer who earned just enough money to disqualify 
them for public assistance. The family had no health 
insurance . 

Mrs. Walker had no physician because the two obstetri- 
cians in their county wanted $400 for delivery. Mrs. 
Walker arrived at the hospital in the middle of the night 
amidst an ice and rain storm. The hospital staff admitted 
her to the labor room and got her into hospital clothing. 
A few minutes later, tne nurse came back and told her she 
was sorry but she would have to leave because sr.e had no 
doctor. Mrs. Walker dressed and returned to the waiting 
room, still in labor. The nurses thought better, 
mitted her to the labor room, and undressed her again. 
The nurses contacted the two local obstetricians in town. 
Both refuse^ to deliver her because it was late at night, 
the weather was bad, and she had no money. The nurses 
told Mrs. Walker to get dressed again. They told her they 
wore very sorry but that she would have to go elsewhere. 
The Walkers drove 35 miles through the storm to a hospital 
in Huntsville, Alabama where their baby was delivered. 



V. CHILDRENS' SHRINKING MEDICAID SHARE 

As a result of massive federal AFDC and Medicaid cuts and 
severe institutional inflation, the children's share of Medicaid 
has shrunk significantly in a period when the number of Poor 
children has increased dramatically . 

• Medicaid has become increasingly less responsive to 
children living in poverty since 1980. The rate of 
Medicaid recipients per 100 poor children is now lower 
than it was in 1972, when the program was still in its 
initial implementation stages. In the 1974-1975 
recession, the rate of Medicaid recipients per 100 
poor children increased significantly. In this recession , 
an increasingly smaller percentage of children in 
poverty are receiving services. 
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NUMBER OF CHILDREN RECEIVING MEOlCAlO PER 100 CHILDREN 
'IN POVERTY. 1974-1982 [tiscaiyears) 
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• The number of children living in poverty grew by 
2,025,000 or 18 percent from FY 1980 to 1982. The 
number of Medicaid recipients grew by only 317,000 or 
4 percent. Nearly 95 percent of this growth had 
appeared by FY 19tL— the year before the Reagan cuts 
took effect. The percentage o7~pbor children who are 
Medicaid recipients fell from 83.5 percent (after the 
1974-1976 recession when the demands on t. „ program 
lessened somewhat) to 73.5 percent. The ratio of 
recipients to poor children, already low by 1980, 
continued to fall. 
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fN ne fc.o.tu islun^ ; • d ; a tr ic lan reported to Child Watch 
t i i ii t • 



The critical -n-i-d iy service to those families who had 
insurance, hut .lue to the recession have lost jobs and 
thos? i.onefits. Their children are being affected 
r>ecause the parents do not take them for routine med- 
ical service. Neither do they take the children for 
minor ailments. The result is the pediatricians are 
doing more telephone prescribing to forestall a visit 
to the office. They are also requestinq fewer labora- 
tory services as patients cannot afford them. The 
pediatrician is able to get less information about 
the child's actual condition and medical cervices are 
more stop-gap, less efficient. Children the pediatri- 
cian sees are acutely ill and are taking longer to get 
well . 



• Just as Medicaid has become less responsive to poor 
children, it has also provided leas support for those 
children who do qualify for assistance. Between 1979 
and 1982, the children's share of total Medicaid 
payments dropped from U.9 percent to 11.9 percent--a 
20 percent drop in share of payments despite a slight 
increase in the percentage of Medicaid recipients who 
are children. Furthermore, real dollar payments per 
child recipient dropped by over 16 percent between 1979 
and 1982, meaning that less services were being 
purchased for each recipient child. 

• Children bore the brunt of Medicaid cutbacks and changes. 
In fiscal 1982, 700,000 children were thrown off AFDC 
and Medicaid as a result, of the Omnibus Budget 
Reconciliation Act. Of the families cut off, researchers 
funded by the Reagan Administration found that over 

4 4 percent had no health insurance coverage. 



Kathy Titus of Dayton, Ohio, testified in the Congress 
recently about one family whose father lost health in- 
surance along with his job. When his 11-year-old son 
punctured his foot with a nail, the father, an unemployed 
auto worker, had been laid off for 15 months. He hesitated 
to go to their, regular family doctor because they could 
not pay him. As a result, the family did not seek treat- 
ment until their son's foot was "swollen so badly he 
could hardly walk. M They brought him to a hospital 
emergency room where the doctors wanted to admit him. 
Since the father lacked hospitali2ation coverage he 
refused. They took antibiotics and went home. The 
boy was back about a week later, with an infection that 
spread to his bone causing osteomylitis and requiring 
hospitalization for three and one-half weektv. 
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VI. REDUCED AFDC FOR POOR FAMILIES 



T housands of truly needy children have suffered loss or 
decrease of AFDC benefits despite increasing child povert ~ 

• The average number of children on AFDC per 100 children 
in poverty has declined continually since 1976, and 
dropped dramatically from 71 , 8 percent in 1979 to 
only 52.5 percent, in 1982. Although the number of 
children under 18 in poverty increased by over one 
million between 1981 and 1982, the number of children 
on AFDC dropped by over 550,000. 



NUMBER OF CHILDREN RECEIVING AFDC PER 100 CHILDREN 
IN POVERTY, 19720982 (calendar years) 

RATIO 
65 , 
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A itah father of four children, 14, 12, 7, and 8, and 

h sel f -emoloyed contractor, has had no work other 

than short-tern jobs for over a year. The family has 

had the gas turned eff for three months because of a 

$379 debt. Family members take showers at different 

neighbors** but this has been goinq on so long it is 

beginning to be a real problem. The family applied for 

food stamps Mter about six-months and the Latter Day 

Saints Church helped a little. Two months ago the mother 

discovered a lump in her breast. She was tempted tw cell 

no one because of the difficulty they would have paying 

for medical care, but she mentioned it to her 14-year-old 

daughter who told her grandmother. A doctor said she 

needed surgery immediately, but the first hospital refused 

her admission. A second hospital admitted her and will 

try to get Medicaid coverage. The mother says, in desperation, 

"We're thinking of splitting up because we can't see any 

other solution right now* But with this medical thing, I 

need my husband more than ever." 

Utah eliminated its AFDC -UP program in June 1981, and 
within one year 22 oercent of the terminated cases reopened 
as regular AFDC cases primarily due to divorce or desertion. 



State welfare officials estimate that 725,000 families/ 
including 1,450,000 children, lost AFDC eligibility 
or had their grants reduced as a result of Ftt 1982 
changes in federal law alone. Although the greatest 
impact was on working families, a study by thte Center 
for the Study of Social Policy indicates that\even 
AFDC recipients with no earnings, the "truly rseedy," 
lost a*-* average of $27 per month nationwide as» a result 
of the OBRA and TEFRA changes * 

Since 1981, many states have reduced cash assistance 
to women vrho are pregnant for the first time. Although 
30 states previously provided AFDC to pregnant women 
from the beginning of pregnancy, only 6 states have 
continued such cash assistance at the AFDC level through 
pregnancy. Thirteen provide no cash assistance before 
the sixth month; 4 have eliminated all cash assistance* 

Before 1981, 35 states provided AFDC to students enrolled 
in school full-time until 21. After the Omnibus 
Reconciliation Act, only 5 states continued to cover 
students at the AFDC level out of state funds beyond 
age 19 if they could be expected to complete high school 
or vocational school. One out of every 4 seventeen- 
year-olds from families living in poverty is enrolled 
in grade 10 or below, compared with one out* of every 
10 children from nonpoor families. 
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• Over the past seven years, the average monthly AFDC 
payment in constant dollars has declined as inflation 
has eroded purchasing power, AFDC grant levels have 
not increased at the rate of inflation. Between 1976 
and 1983, AFDC benefits :n constant 1983, dollars 
decreased over 15 percent in more than half the states. 



VII. STRESS OF UNEMPLOYMENT FUELS CHILD ABUSE 



Epidemic unemployment and severe cutbacks in AFDC, Hedicaid f 
nu tritio n programs, social service, housing assistance, and child 
welfar e have increased family tensions and caused parents to strike 
out at their own children or consider foster care. A growing sense 
of desperation, helplessness > and hopelessness pervades the poor . 

• A fall 1992 opinion survey by the National Committee 
for Prevention of Child Abuse found that over the last 
12 months, chiltf abuse reports continued to climb in 

4 5 states. More than 38 states reported significant 
increases in reports of severe abuse cases.. Forty-three 
states reported noticeable increases in reports of sexual 
abuse . 

• The increased reports of abuse and neglect are in part 
attributable to increased financial pressures on the 
families. A survey of changes in child protective services 
around the country conducted between February and April of 
19B3 by t^fte American Humane Association, revealed that the 
majority of respondents involved in public social service 
systems reported significant increases in the number of 
referrals, the severity of client problems, and the number 
of clients facing economic problems from recent unemployment 
and loss of benefits. 

• A recent study by state officials in Maine revealed a 13.5 
percent increase in the number of child abuse and neglect 
referrals (from 7.456, involving about 11,000 children in 
1982, to 8,465 cases involving about 13,000 children) in 1983. 
The number of substantiate cases increased by 14.6 percent. 
Even more alarming was the fact that physical and sexual abuse 
cases which represented 27 percent of the September 1982 case- 
)•— * represented 43 percent of the September 1983 caseload. 



• The state of Iowa experienced a 16 percent increase (from 
6,419, to 7,446) in the nurber of child abuse and neglect 
reports between the first 6 months of 1982 and the first 
6 months of 1953, The increased demand for investigations 
came after a reduction in investigative staff. 
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Mr. Leland. Mr. Sanders. 

TESTIMONY OP ALAN SANDERS 

Mr. Sanders. Mr. Chairman, thank you for the opportunity to 
address the committee today. My name is Alan Sanders. I am a nu- 
tritionist and a WIC Program specialist for the Food Research and 
Action Center in Washington. I was the researcher and author of 
the report "The Widening Gap" discussed by Representatives 
Dixon and Boggs and by the members of the committee. I will not 
highlight again the findings of that report. 

I would like to pick up on a couple of points made today about 
the coordination of efforts and the concern on the part of the ad* 
ministration with the problem of infant mortality in this country, 
notably the black infant mortality problem. Dr. Brandt mentioned 
that the WIC Program is a successful program, he thinks that it 
may be doing some good; but he is not too sure of it. 

I understand it is not under his Department's jurisdiction, but I 
would like to point out something in terms of what this administra- 
tion is doing about the WIC Program these days. At a time when 
the infant mortality issue has been brought to the headlines and 
sensitivity has been raised about it, President Reagan in his fiscal 
year 1985 budget is proposing to remove 450,000 low-income 
women, infants, and children whose nutritional needs depend upon 
that WIC Program, not only nutritional benefits, but prenatal 
screening they get in the WIC clinic and nutrition education, so I 
was very concerned and disturbed to hear that the Department of 
Health and Human Services and the Federal Government is not 
doing all they can do these days to benefit low-income women and 
to prevent low birth weight, which is the greatest predictor of 
infant mortality. 

The other issue I would like to discuss is poverty. We know that 
poverty is associated with low birth weight and infant mortality. 
Over the past couple of years the administration has decided they 
wanted to count poverty a little differently than they used to, and 
a couple of weeks ago we heard from the Census Bureau that no 
matter how they do count poverty, the problem has grown more 
severe over the past couple of years, either using the old poverty 
guidelines where you do not count in medicaid benefits and other 
noncash assistance, poverty grew by 32 percent between 1979 and 
1982; if you do count those noncash assistance programs, poverty 
grew from 39 to 52 percent. 

Regardless of what measure we are going to be depending upon 
for counting our poor population, 8 million new people fell into the 
poverty ranks between 1979 and 1982, but as poverty has grown, all 
the antipoverty programs have dwindled. Infant mortality rate and 
low-birth-weight incidence for a nation or a subpopulation are ac- 
cepted indicators of health status and welfare. The growing gap be- 
tween survival rate of black and white infants in this country may 
be just the first signal of a drift into a period of a widening gap 
between income in these racial groups. 

There is a demand to respond to the situation before it is fully 
expressed as a continuing widening gap. We should not have to 
wait for any more studies or any more data to appear before this 
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committee and Congress to shock this Nation. Low-income women 
and infants do not need better studies or more studies. They need 
benefits. I think tftat we have to reverse the current priorities in 
budget policies of this administration and ensure that each new life 
in this country is given an opportunity to be a healthy one. 

I thank the committee for the opportunity to discuss our find- 
ings, and I would like to submit the full report and literature 
review for the record today. 

Mr. Leland. Without objection, all materials you wish to submit 
will be received and reviewed by the subcommittee. 

[The prepared statement of Mr. Sanders and the summary of 
' The Widening Gap" follow. The full report may be found in sub- 
committee files.] 
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STATEMENT OF ALAN SANDERS 



FOOg RESEARCH AND ACTION CENTER: 



Mr. Chairman, and members of the cormnlttee, my name 1s Alan Sanders; 
1 am a nutritionist at the Food Research and Action Center (FRAC) 1n 
Washington, O.C. For twelve years, FRAC has been a national advocate 
for the millions of low Income people whose dally nutritional and health 
needs depend upon the federal food assistance programs. I appreciate 
the opportunity to address the subcommittee today, and to elaborate on a 
recent FRAC report on U.S. Infant mortality and low birth weight. 

As the lead researcher and author of the report^ H The Widening Gap*, 
I would Hke to briefly highlight some of the study 1 * findings and then 
pre**ot a most disturbing paradox 1n this Administration's claims of con- 
cern and actions over the past three years. 

Beglnlng in June 1983, FRAC conducted a nationwide study of Infant 
mortality rates and low birth weight incidence for the period 1978 through 
1982. Infant health data were collected from the Registrar of Vital Statis- 
tics in each of the State Health Departments that responded to the survey. 
In addition, FRAC requested each State Health Commissioner to Include any 
Information on prenatal care and teenage pregnancies 1n their respective 
populations. Although we were Interested 1n obtaining Infant mortality and 
low birth weight data by both racial and Income grpup, FRAC was only able 
to collect infant health data that were dlssaggregated by race. 

FRAC unjerstands both the sensitive nature of Infant mortality and 
the need for accuracy and professionalism in researching and reporting 
on this Issue. Therefore, FRAC invited a yroup of maternal and child health 
experts to serve on an Advisory Committee for the duration of this study.. 
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The following highlights of "The Widening Gap" point to a continuing, 
and In some cases, worsening problem of Infant mortality and low birth 
weight among black Infants 1n each of the United States. I point out that 
these findings are based on final 1978 - 1982 data from thirty-four (34) 
Mates, the District of Columbia, and City of New York. The remaining 
slxtfeen (16) states were not able to provide Vlnal 1982 data by November 1983. 
This sample represents approximately 60% of all white births and 70% of 
all black births In the United States. 

WHAT THE f RAC STUDY FOUND 
0 On average, black-Infants under one year of age die at a rate twice 
that of white Infants In each of the states and major cities studied. 
In some cities, black babies are dying at a rate three to almost four 
times the white Infant doath rate, 

0 In the tfilrty-four states studied for the five-year period 1978 to 
1982, an additional 19.647 black Infants died before thel* first 
birthday due to tfie unequal rate of Infant survival. Each year, 
close to 4,000 black Infants die because they face a mortality rate 
that Is double the white Infant death rate. 

0 Although the Infant mortality rate has declined for both the white and 
black population during the period 1978 to 1982, the slope of decline 
has been steeper for the white Infant population. Witness that In 1978 
the black Infant mortality rate was 86% higher than the white rate but 
by 1982 the black Infant mortality rate was new 95% higher. 
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The result of this unequal' rate of decline 1s a widening cf the gap 
between the survival rate for white and black Infants. At a time when 
this gap should be narrowing, black Infants continue to die at a rate 
twice that of the white newborns. It 1s no wonder that this nation's 
International rank 1n Infant mortality continues to be a deplorable 
sixteenth. 

As the Infant mortality Issue has been brought to the headlines, federal 
health officials have continuously relied on the national Infant mortality 
and low b'rth weight averages as Indicators of the public's health. Such 
a commitment to the use of national figures masks the'hlgh Infant mortality 
rates that continue to occur 1n many states and urban areas. Use of national 
averages 1s an Inappropriate response to the severe conditions of maternal 
and Infant health at the state and local level. 

" INFANT MORTALITY BELT " 

0 FRAC reported that an "Infant mortality belt" exists 1n this country; 
an area stretching throughout the entire south ai u J south-central states, 
the midwest and state of New York. In each of these states, the infant 
mortality rate 1s higher than the national average. Not surprlslnyly, the 
-Infant mortality belt" 1s also home to the majority of black Americans. 

RISK FACTORS - INADEQUATE PRENATAL CARE & POVERTY 

Coinciding with the collection and analyses of 'Infant health data, 
FRAC completed an 1n-depth review of the existing medical literature to 
dptermlne the array of risk factors that are associated with <ow birth 
weight and Infant mortality. I would like to focus on two risk factors 

- 3 - 
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that have been proven to play a critical role 1n detei mining pregnancy 
outcome and Infant survival— prenatal care and Income status . 

Health experts are 1n agreement that four or fewer prenatal visits, 
or care beglnlng in the third trimester of pregnancy 1s Inadequate, and 
places a woman and the newborn Infant at medical risk. The effectiveness 
of prenatal care 1n reducing the Incidence of low birth weight and Infant 
mortality 1s strongly suggested by the findings of countless studies that 
are included 1n the literature review). 

Inadequate prenatal care 1s one risk factor that 1s a signal of a much 
larger problem poverty. Tne association between poverty and high Infant 
mortality Is not news; the two have been linked since vital statistics 
were first collected over 100 years ago. Falling Into the ranks of the 
poor, pregnant women and Infants are faced with the Increasing risks of 
morbidity and mortality. Failure to recognize Increases in the poverty pop- 
ulation and to provide the necessary remedies 1s tantamount to ignorance 
and neglect of the urgent health needs of low Income women and Infants. 

No matter how this administration chooses to draw poverty lines and 
count our poor, the growth 1n the number of Individuals living 1n poverty 
has been extreme since 1979. U*1ng both the official poverty guidelines 
and alternative guidelines (counting non-cash benefits), the Census 
bureau recently reported that from 1979 to 1982 the number of people 
living In poverty rose from 321 to 521 . Regardless of the definition of 
poverty used, over eight million additional people have baen forced Into 
poverty In four years . 
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But* as poverty has grown, anti-poverty programs have dwindled. Even as 
the Census Bureau reported Increases 1n poverty* the administration 
continues to propose reductions 1n targeted programs for poor people. 

FRAC, as a co-petitioner on the Public Advocate e*ii.:1 n*strat1 ve petition, 
has been Intimately Involved In the exchange of Ideas betweei the admlnlstra- 
tlon(DHMS) and concerned groups. We have heard of the Oepartr nt*$ Interest 
In reducing Infant mortality and low birth weight, but of th*** unwillingness 
to direct resources to reduce the Incidence of Inadequate prer.ital care. 
1'4 like to point to one example of this paradox of conce, . ' 41 * shacks. 
At a t1i,ie when the administration wants to better coordinate proven maternal 
and child health programs 1n an effort to Improve health status, there 
Is a proposal to cut the major nutritional program for low Income women, 
Infants and children. The administration 1s requesting that 450,000 
participants In the WIC program be dropped 1n FY 1985 . Although the WIC 
program Is not under this committee's jurisdiction, I point out that 
coordination of services *s no more than a facade when such drastic 
public health proposals are made. I wDuld like to thank the Subcommittee 
on Health and Environment for their resolve 1n ooposlng recent 

efforts by the administration to Include WIC 1n the Maternal and Cnlld 
Health Block Grant. 



The Infant mortality rate and low b'rth weight Incidence for a nation, 
or a sub-population tire accented Indicators of health status and welfare. 
The growing gap between the su- vival rate of black and white Infants may 
be the first signal of a drift Into a period of widening Income gap between 
racial groups and classes In this nation. There 1s a demand to respond 
to this situation before it 1s fully expressed as a continuing widening 
gap. We should not have to wait for any more distressing data to appear 
In our newborn population to further shock this committee and Congress. 
It is now the time to reverse current budget policies and priorities and 
ensure that each new life 1s given the opportunity to be a healthy one. 

1 tnank the committee for this opportunity today to discuss our findings 
in the hope that we are ow at a turning point where the presentation of 
data 1s transformed Into action. 
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EXECUTIVE SUMMARY 

Beginning In June 1983, the Food Research and Action Center (FRAC) conducted 
a nationwide study of Infant mortality rates and low birth weight incidence for 
the period 1978 through 1982. Infant health Indicators were compiled from the 
Registrar of Vital Statistics In each of the State Departments of Health that 
responded to the survey. Racial disaggregations, or breakdowns, of both Infant 
mortality rates and low birth weight percentage wore provided by the Registrars 
wherever possible. The State Commissioners of Health and Directors of eternal 
and Child Health were also requested to submit additional Information on the 
health of their pregnant and newborn populations. Only final Infant health data 
are presented In this report. 

A total of thirty-six (36) states and sixty (60) cities and urban counties 
provided FRAC with complete Infant health data for the years 1978 - 1982. Data 
analysis was performed to determine the White and the Black Infant mortality rates 
and low birth weight percentage for the state and city Infant populations, and the 
changes In these rates over the five year period. 

Following are the major findings of the FRAC Report: 

0 On average, Black Infants die at a rate twice that of Whit? Infants 
In both the cities and the states studied. In some cities, Black 
babies are dying at a rate almost four times the White Infant mortal- 
ity rate. 

0 The gap between White and Black Infant deaths 1s widening. Black 
infant mortality rates--- which were 8b% higher than White rates in 
1*78 — were 95% higher than Wnlte by 1982. 
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0 There exists in Infant Mortality Belt 1n the United States that Includes 
those states where the Infant mortality rate 1s above the national average 
rate. This Infant Mortality Belt stretches across the entire Southeast 
*nd South Central states and also Includes several of the Industrial Mid- 
Western states and New York. 

This study also focused attention on major U.S. cities to determine the 
status of Infant health and Improvement during the past five years. The follow- 
ing results Indicate a aoat disturbing trend 1n our urban areas, most notably 1n 
the Black population. 

Atlanta - While the White Infant mortality rate dropped by 43% between 197B 
and 1982, the Black rate fell by only 6%. In 1982, the White In- 
fant death rate was 9.0 while the Black rate was over double that 
rate - 19.9. 

Milwaukee - The White Infant mortality rate Increased between 1978 and 1982 by 
7.7%, while the Black rate rose by 39%. In 1982, the White Infant 
death rate was 8.4, while the Black rate was 19.9. 

Wake Co. NC 

Raf Igh - A? the White I MR fell bv 28% between 1978 and 1982, the Black rate 
Increased by 22%. In 1982, the White I MR was 10.0 and the Black 
J MR was 28.8 — nearly three times as high. 

An Infant's risk of being born underweight, or not surviving until 1t$ first 
birthday is greatly increased when less that adequate prenatal care 1s provided 
to the mother during pregnancy. Eight of the th1rty-s1x state* that completed 
the survey provided data on the percentage of live births to women receiving In- 
adequate prenatal care. 

Six of the eight states that provided data on prenatal care reported an 
Increase In the percentage of pregnant women receiving Inadequate medical care. 
For those states able to provide prenatal care data by race, Michigan, Delaware, 
Mississippi and Ohio, It was reported that Inadequate care pregnancies 1n the 
Black population were not only close to double that of the White population, but 
also that this rate had increased during the years 1980 - 1982. 

The years studied In this report on infant health status (1978-1982) cover 
a peHhfl W hen Increasing numbers of Americans were out of work and living In 
poverty. Coupled with this economic downturn was the pul1b*ck of federal support 
for many of the basic health and nutrition programs that are directed to the low 
income population for the purpose of improving the outcome of pregnancy and ensuring 
health in the critical first years of life. Progress In the reduction of the U.S. 
infant mortality rate, particularly in the Black population, is threatened as long 
as the impediments of poverty aM inadqequate health care continue to increase. 
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HTATKMKNT OK VICKI ALEXANDER 

Mr. Leland. Dr. Alexander. 

Dr. Alexander. Thank you, Mr, Chairman. 

I want to thank you for the opportunity to appear before the dis- 
tinguished committee here today. I feel somewhat awkward here 
today. As far as I know, I am the only practicing obstetrician deal- 
ing in a central ghetto area that has been before you here today 
and I 1 a that my testimony can add a different dimension to 
what j nave all heard. 

I see myself as speaking for oli nose black women out there who 
have had babies who have died, or who have had babies with cere- 
bral palsy, babies who have other problems with learning disabil- 
ities. 

I don't come to you with only that type of practice experience. 
However, I am assistant professor at Columbia University and di- 
rector of a satellite clinic at Harlem Hospital. I am responsible for 
design and implementation, also, of prenatal prevention programs 
from San Francisco, where I was head of the perinatal projects 
there, to New York. I have also been active in the struggle for 
women's rights through the National Alliance Against Women's 
Oppression. 

Therefore, I feel I am able to sp^ak with credibility and experi- 
ence when it comes to infant mortality and its impact on women. 

I am somewhat disturbed and angry at Dr. Brandt for his testi- 
mony this morning, as well as angry at the actions of the Reagan 
administration over the last few years. 

The premise of this current administration is that we don't know 
what causes low birth weight, as we heard Dr. Brandt say this 
morning over and over. 

We don't know what to do because we don't know what causes 
low birth weight. 

Well, I beg to differ with Dr. Brandt. I feel even though, yes, 
studies are always possible, we have participated in many studies, I 
myself within the San Francisco study that was cited previously as 
well as in community surveys that have been done around infant 
mortality. 

It has been proven beyond a doubt. I don't think more studies 
are needed. I don't think a low birth weight task force is needed 
right now. 

My distinguished colleagues have documented this information. 
If there is anything I could add in terms of documentation and 
numbers, I would be willing to do so. 

I would like to digress for a moment because my prepared state- 
ment had a lot of statistics in it that I don't need to actually bring 
out here again. I just feel it is pretty important for people to recog- 
nize what it feels like to be on the firing line, on the front line with 
women coming to you asking for care and you have to say, "Sorry, 
there are no openings in our clinic today. Tomorrow, next week, a 
month from now, maybe." 

I want to give an example of someone I saw this week in the 
clinic. Quite disturbing. I saw her for a hot minute in the- clinic 
and sent her right to tne delivery room. She is a young woman who 
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came in, her first pregnancy, did not get prenatal care because she 
had no money; the things we have been speaking about here today. 

She works. She tries to work, She earns just slightly over the 
amount eligible for medicaid. She, therefore, is not eligible for med- 
icaid, and sought care elsewhere. Was refused in several places be- 
cause she did not have the upfront money. 

She came in with labor pains. I sent her directly to the delivery 
room. She was premature, 7 months. She went on to deliver a .re- 
mature baby, a baby^ that was severely growth retarded. This baby 
in the intensive care* unit will cost us $1,000 a day. The mother 
subsequently developed an infection in her womb and is still hospi- 
talized. 

These are the types of cases that I see daily. 

I stand at the bedside of these mothers, some white, many Latin, 
but mostly black, at the bedside of these mothers whose babies are 
dying, and when I know it can be prevented. I don't want to hear 
about task forces. 

How can representatives of the current administration sit up 
here in Washington, DC, in their protected environment on the 
Hill, maybe at best walk through a clinic now and again? How can 
they possibly know the anguish of such a mother who has just lost 
her child? How can Dr. Brandt say to her, "We don't know what 
caused your baby to have low birth weight. Wo don't know why 
your baby died and so therefore we can't allocato enough funds to 
pay for any improvement"? 

As a black, as a woman, as a practicing physician on the front 
line in Harlem, I say no to what Dr. Brandt says and to what the 
Reagan administration has been doing over the last several years. 

Our people are not ignorant. It is the administration that is con- 
sciously, despite what Dr. Brandt has said from here today, belit- 
tling the problem, hoping that somehow maybe it will go away. 
Hoping that the majority of the population in this election year, I 
might add; that is, the white population, will not be appalled by 
this racial difference in infant mortality. Lip service only is what is 
given while our clinics are closed and our babies are dying. 

The community-based Infant Mortality Coalition in California 
aptly describes the ongoing infant mortality situation as genocide 
through neglect perpetrated by the U.S. Government, and under 
the current administration of Ronald Reagan, I would say that it is 
genocide and it is being perpetrated right here today through the 
words of Dr. Brandt and that is by purposeful neglect, because we 
have the data, we have the information. 

I will leave with you the questions, how long is it going to take to 
change it? Why should black babies die twice as frequently as 
white babies? How many bedsides am I going to have to sit at con- 
stantly over and over, and how many times are we going to have to 
take time away from that patient and come in here to Washington, 
DC to say it over and over again? 
Thank you. 

Mr. Lei and. Thank you. 

I thank all of you very, very much for your eloquent testimonies. 
Let me just ask you. and each of you can respond, wh?+, in con- 
cise terms, do you think the administration really oug. to be 
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doing? Maybe one, two, three things. What should the administra- 
tion do? 

Ms. Blackwell. In the administrative petition which, by the 
way, we would like to have submitted for the record — we filed that 
in June. We laid out some remedies. I would like to highlight the 
ones that are absolutely essential. 

[The document referred to was printed in the June 30, 1983, 
hearing of the House Select Committee on Children, Youth, and 
Families, and may be found in subcommittee files.] 

Ms. Blackwell. Overriding each remedy that was proposed w >3 
the need for national leadership and commitment to solving the 
problem. We have yet to see that. 

As part of that commitment, we need for the Federal Gove, . 
merit to set a prenatal standard for the States so there is uniform 
prenatal care across the country. 

There are already options available to the States so that poor 
women can be brought into the system and get either current med- 
icaid prenatal care or the comprehensive care that we are advocat- 
ing. In any event, those options need to be exercised by the States. 

The States need to be told that they have the options, the options 
need to be clarified, worked with. They need to be informed that it 
is cost effective for them to provide prenatal care for poor women 
so that expenses of providing care for small babies once born can 
be reduced. The States need all that information. 

Also, we cannot forget that the need for outreach is essential. We 
may \ ve reimbursement and we may have available resources, 
but it people don't, one, understand the importance of those 
sources; and two, understand where and how they can take advan- 
tage of them, they will not be used to their fullest. 

So we need an outreach program. Also, we need coordination, co- 
ordination among all the agencies that are seeking to provide pre- 
natal care so efforts are not duplicated. 

Mr. Lkland. Very good. 

Would anyone else care to comment? 

Ms. RosenbaUm. Mr. Chairman, I hardly know where to start. 
First, there should be no more cuts in programs. The President is 
asking for $3.38 million more out of medicaid. Obviously most of 
those cuts are going to bear disproportionately on children because 
children rely so disproprotionately on that program. 

The President has asked for a nominal increase for title V. I am 
sure Dr. Taylor can address the impact of this increaoe request 
better than I. 

There can be no more cuts in programs like title V, family plan- 
ning, community and migrant health centers. They all need far 
greater allocations than they are receiving now. 

Finally, of course, the President should not only be supporting 
this committee's child health insurance legislation, and the com- 
mittees unemployment health insurance legislation, but should, as 
this committee did, admit that the amount: budgeted for those ini- 
tiatives falls far short of the amount needed to close the gap be- 
tween poverty and access to health care and press for greater 
levels of funding. The Reagan administration should in fact be re- 
viving and improving upon the legislation that was championed bv 
this committee a number of years ago which would have much 
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more generously provided health care to pregnant women and in- 
fants. 

Mr. Sanders. I would just like to add to the previous statements 
that the WIC Program, which I mentioned President Reagan slated 
for reduction of close to a half a million individuals, is still only 
serving UO percent of those individuals in this country who are eli- 
gible for the program. It is a proven program, and to turn around, 
as part of your coordinated effort to reduce infant mortality and 
cut the program back, is not what the doctor ordered. 

Mr. Leland. Dr. Alexander? 

Dr. Alexander. I can't add a lot to what people have said. I 
think the only difference that I might state is that I feel that the 
administration needs to look at the current studies that have al- 
ready been done that are well documented rather than providing 
funds for more studies to take place. Also, I think it might be a 
good idea to talk to some of the women on the street and see what 
they think. When we did this in Oakland, CA, women on the street 
oftentimes knew what was necessary to get done to improve their 
outcome of their babies. 

Last, I think that a concerted effort within our medical school 
has to be made to train doctors to be able to go into these areas 
and provide for care so there is a certain way in which— when you 
become a doctor you want to earn a lot of money, but there is also 
that commitment to peoples' care that is absolutely necessary and 
that is required also. 

Mr. Leland. Thank you. 

Dr. Taylor, would you like to respond? 

TESTIMONY OF JEFFREY R. TAYLOR— Resumed 
Mr. Taylor. I would be happy to. Thank you. 
In my report, I citecj four recommendations. The first was that 

we need to make children a priority again in the United States 
and— 

Mr. Leland. I couldn't hear you very well. 

Mr. Taylor. We need to make children a priority again in the 
United States. 

Mr. Leland. I hope your reiteration will reach the White House. 



The reason I say that, I think although we are a relatively young 
country, I hope we are going to be a very long-lived country and to 
do that you have to begin to think in longer time frames. If we are 
to become the information and scientific- and service-based country 
of the future, that means that these children are going to have v o 
be able to enter our labor force and enter it with their brains 
intact, their bodies intact, having had a good education, and to be 
able to take up their responsibilities. 

I think the Congress is going to have to begin to ask the question 
who is going to pav the Social Secut ity bill in the year 2020? 

I can tell you that if you expect— in Michigan, for example, we 
l mve now 1 in every 4 of our children being born into poverty— n 
you expect those children to somehow by magic be healthy, well 
educated, and full participants, I don't see it coming. So I say a 
longer time frame and some priority on kids. 



Mr. Tayi,or. I hope so, too. 
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The second recommendation, financing. \Ve will have to put our 
money where our mouth is. In Michigan, we have bipartisan sup- 
port to make prenatal care a right of citizenship in our State over 
the next 2 years. 

We have bipartisan support for this plan. The Governor put $1 
million behind it. 

Mr. Leland. Excellent. 

Mr. Taylor. And it is in the legislature now. We have had many 
legislators of both parties active in this process and they will be 
down here asking for the rest of the funds that we need to make 
this program go. 

Family planning, WIC, the CHAP expansion. All of these are im- 
portant. Family planning needs $30 million now. 

In maternal and child health, we need a supplemental to get to 
$483 million this year and $500 million as Representative Conte 
suggested for next fiscal year. 

We need programs to help States like Michigan and other local- 
ities with problems to provide prenatal care and infant care. 

Then I believe that the WIC Supplemental Nutrition Program 
should be increased by 50 percent so that we are meeting 75 per- 
cent of the need there. We have a lot of hungry pregnant women 
and infants in this country and the study I submitted to you that 
documents the hunger that is there. 

Three, we need a central, automated reporting system. As Dr. 
Williams at the University of California/Santa Barbara has indi- 
cated, and Dr. Starfield of Johns Hopkins, we can't do it with 1980 
data. We need to know about changing conditions vis-a-vis infant 
mortality as they occur so that we can take appropriate action. In 
the last area, I think we need the leadership of the Congress and I 
think the new Select Committee for Children, Youth and Families 
here in the House is excellent. We need a corresponding unit in the 
Federal Government bureaucracy, if you will. The Children's 
Bureau was dismantled in the late 1960's. We are, I think, perhaps 
the only major industrialized country in the world without a major 
unit who regularly reports to the President and the Congress about 
the needs of children. 

So those four recommendations, sir. 

Mr. Lkland. Dr. Taylor, the committee apologizes for having 

slightod you somewhat earlier, but 

Mr. Taylor. I don't feel slighted, sir. 

Mr. Leland. The committee had to proceed to the administration 
witnesses before it got too late. 

I want to assure you that the record is still open for questions 
that will be submitted to you. 

I understand Mr. Nielson, the gentleman from Utah, had some 
questions he wanted to ask you, and I am sure that other commit- 
tee members may have some. 

Mr. Taylor. I would be happy to respond for the record, sir. 

[The following letter was received:] 



ERJC 271 



267 



8TAT€ Of MICHIGAN- 




JAMES J BlANCHAHD. Oovtmor 



DEPARTMENT OF PUBLIC HEALTH 



MOO N LOOM 
PO BOX MM6. LAM UNO MCHOAM «•*» 
QtOftU « MfTH MO. 14PM. fA.AH. DtrMUf 



April 13, 1984 



Richard Levlnson 

Special Assistant 

Energy and Commerce Committee 

Subcommittee on Oversight and 

Investigation 
2323 Rayburn Health Office Building 
Washington, D.C. 20515 

Dear Mr. Levlnson: 

TMs 1s In response to the request to provide Information on the relationship 
between unemployment economic activity and Infant mortality. This question 
was raised at the hearing on Infant mprtallty on March 16 but there was Insufficient 
time to answer for the record. 

Dr. Harvey Brenner of Johns Hopkins University prepared, perhaps, the classic public 
health paper on the relationship between fetal, Infant and maternal mortality rates 
during periods of economic Instability. In that paper, which 1s referenced In my 
full report, Dr. Brenner concluded: 

The results . . . Indicate that significant changes 1n trends 1n 
perinatal, neonatal and post neonatal maternal mortality occur 
regularly In the United States as a result of environmental change 
associated with economic fluctuations. The evidence Indicates that 
economic recessions and upswings have played a significant role 1n 
fetal, infant and maternal mortality 1n the last 45 years. In fact, 
economic instability has probably been responsible for the apparent 
lack of continuity 1n the decline of Infant mortality rates since 1950. 

studies by A^den Miller Indlcatethat health status 1n the United States Is closely 
linked to socio-economic status. This study Is also referenced in my full reporj. 
Dr. Miller has concluded that perhaps because of the "nation's relatively wealr*^ 
commitment*' to assuring participation of all people 1n essential health services 
that these 'socio-economic status differences continue to accentuate differences 
In health status between socio-economic groups. Dr. Miller concluded: 

(Data are now available) ... to leave responsible policy makers to the 
inescapable conclusion that the health of children, pregnant women and 
poor families suffering and 1n great Jeopardy. These adverse effects 
must be attributed to a combination of circumstances that Include serious 
recession increased poverty rates for households with children and 
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diminish health benefits and social support services. In a time of 
local or widespread economic reversals, health services need to be 
expanded rather than contracted. 

Dr. Marilyn Poland of Wayne State University 1n an extensive review of unemployment 
stress and Infant mortality In Detroit concluded that economic downturns are 1n a 
large part responsible for Detroit's high Infant mortality rate. Her paper also 
referenced in my full report, describes stress caused by economic downturns at 
various levels of government, on various family members, and on the pregnant 
woman and newborn Infant. While firm conclusions were elusive, 1n terms of the 
exact medical processes Involved, Dr. Poland cited many associated and stress 
related factors which appear persuasive 1n light of other studies. 

A large part of the difference between the Infant death rates for white and black 
infants 1$ due to the fact that a greater proportion of black Infants are bom at 
weights below 2500 grams or 5.5 pounds. Evidence also Indicates that racial 
differences are associated with corresponding socio-economic differences. 

The view fyiat the racial differential and low birth weight Incidence and resultant 
Infant mortality Is a genetic phenomenon, and thus cannot be eliminated, has been 
put forth by some health scientists. However, analysis of birth weight distribu- 
tion according to socio-economic status among homogenous ethnic populations reveals 
a clear relationship between birth weight and social class, with the birth weight 
of black Infants of higher socio-economic status 1s comparable to that of whites. 
Much of this literature was suimarlzed by the Department of Health, Education and 
Welfare 1n Its landnark publication Hill thv People " The Surgeon General's Report 
on Health Promotion and Disease Prevention " . Particular references may be found 
In Volume II on Pages 310 and 327. 

Other scientists Hke Gortmacher of Harvard University made Intensive reviews of 
the relationship between poverty, poor economy and Infant mortality 1n the United 
States. Using national data, Gortmacher has found that the estimated direct effects 
of poverty on infant mortality are larger than the effects mediated by the birth 
weight of the child. This Is a very Important finding since birth weight ha6 been 
the most powerful predictor of Infant mortality from a medical standpoint. 
Gortmacher also Indicated that persistence of poverty and the continuing unequal 
distribution of health care resources to pregnant women and young mothers 1n the 
United States Implies that this can be expected to continue In the future. 

Antonovsky and Bernstein examined the realtlonshlp between the components of Infant 
mortality and social class. They found that while fnfant mortality had declined 
dramatically In the past century* the Inverse relationship between social class and 
mortality has not narrowed In spite of advances In medicine, surgery, sanitation, 
housing condition etc. These authors concluded that an Important focus of action 
to reduce the social class gap In Infant mortality would be through less traditional 
medical tech. Iques and a broader use of the Instruments of social change Including 
education and welfare strategies. 
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Richard levinson -3- April 13, 1984 

Finally, It 1s most disturbing to note that while the United States 1s experiencing 
an economic recovery and unemployment rates are dropping that there>are st.111 
widespread areas of the nation which remain 1n recession and with persistently high 
levels of unemployment. Michigan 1s one of those states. We still have a 12. 4% 
unadjusted unemployment rate with over a half a million people out of work. While 
Infant mortality rates 1n this sunpopulatlon may not be large enough to drive our 
whole state Infant mortality rate upwards, we at the end of 1983 still find ourselves 
between seven and eight percent higher than the national average 1n terms of this 
Important health status Indicator. The rates 1n Detroit. Pontlac, Saginaw and 
F 1 tnt , areas which have been troubled by high unemployment, have infant mortality 
ra^s substantially above the state and national averages. 

Most health authorities believe that Infant mortality 1s a sensitive indicator 
of the development of a nation. This means 1t 1s a relatively accurate Index of 
a variety of factors Including economic strength, distribution of income, and 
relative health status of a country or locality. 

I hope that tMs additional Information will be of assistance 1n preparing the 

Sincerely, 



final record of these Important hearings. .« 




Ffrey R. Taylor, Ph.SL/, Chief 
Division of Maternal & Child Health 
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Mr Lkkand. Dr. Alexander and Ms. Blackwell, if you would re- 
sponi mure specifically to this question. Dr. Branat continually 
stated that a middle-class black woman would still risk the same 
kind o c infant mortality potential that any other black woman, in- 
cluding lower income black women, wouM risk. 

How io you respond to that? I think I heard you loud and clear 
earlier, Ms. BlackwelL But reiterate, if you would, what your feel- 
ings are. 

Ms. Blackwell. First, th<* dements made by Dr. Brandt were 
misleading, because what Ik ad was that even for well educated 
black women the low birth weight rate was twice thav of well edu- 
cated white women. And while that may be true-- my information, 
actually, is that it is not quite twice but it is lower — the point I was 
making earlier is that the low birth weight rate for educated black 
women is significantly lower than the low birth weight rate for 
black women as a whole and iS drastically lower than the low birth 
weight rate for poor black women. 

For example, i?: 1980, the low b ; rth weight rate for black women 
was 12.5. The rate cited in Dr. Brandt's testimony for well educated 
black women was f>.(>, That i3 a significant difference. That would 
be significant in terms of its contribution to infant mortality. 

Another thing that is important to note is that even though 
black women who are well educated may have more low 1 'rt T 
weigh* babies, my information from talking to health pre ualb 
is thai those babies are not dangerously low birth weight. Low 
birth weight is anything under GVfc pounds. A 5V2-pound bab> has a 
very good chance of being saved. Due to medical technology, a 2- 
» • pound baby has a much better chance than that baby had before, 
but is dangerously low. Anything less than 2 pounds is, dangerous- 
ly low. 

The tendency is to see educated blarK women at the higher 
1 levels, so they are not contributing so mucn to the infant mortality. 

1 One more interesting fact is that the b r low birth weight rate 

i for blacks cited by Dr. Brandt is lower tnan the 6.2 low birth 

weight rate for whites, which was the national average in 1980. 

Mr. Leland. Thank you. 

Dr. Alexander. 

Dr Alkxandk? Yes; actually, I am very glad that you raise the 
question. In the of the Infant Mortality Coalition in Oakland, 
that was one of Iht first statistics we saw, and we said, oh, my 

■ goodness, what i& Uu •; does this legitimize Shockley's statements 

a about genetic inferiority of black people? 

Of course, our gut feeling was no. So that as a part of the work 

_ that we did, which was interviewing women, we asked what type of 

care the wo»nen got when they went to seek the care, and the way 
in which someone is perceived in an office depends on the color of 
their ski .i So that if you go into an office and you are black, you 
are treated substantially different than if you go into that office 
and you are white— both having money. So that money 4 s not the 

^ factor. 

There are ways in which you don't get taken to certain hospital* 
if you are black. If you have an emergency and you go to, for exam- 
ple, any emergency hospital and you are black, they tend to refer 
you based on the color of your skin *o certain areas of the city. So 
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that black women, because of that racial difference, ^id up at risk 
just under those circumstances. 

But then I think there is another point that needs to be looked 
at. I think it is inaccurate to compare educated black women to 
educated white women because if you look at the employment pat- 
terns of women who are educated, be they black, it is quite differ- 
ent from the same employment pattern of a white woman. So that 
I feel that to compare those kinds of data is really not accurate. 

We really need to investigate a little mQre by asking the women 
themselves more how they get treated when they go in for care, 
and why then they refuse to -jo back to that particular doctor. 

Mr. Leland. Would anybciy else like to respond to this? 

Let me ask a question t'iat just came to my mind, if I will, and 
let me plead ignorance on the issue. 

Black women who are educated, are they necessarily educated in 
the area of prenatal care? 

Dr. Alexander. No; they are not. That was a g *od question. 

Mr. Lkijvni). In comparison with white women— Dr. Brandt used 
very easily the term "educated black women" ver as "educated 
white women". Is there some cultural pattern there,'' Are all black 
women really taught about prenatal care, which is, I think, impor- 
tant in the art a of considerations of low birth weight? I am con- 
cerned whether or not we are talking about an educated black 
woman in the area of prenatal care. 

Dr. Alexander. Right. 

On the whole, I appreciate your question because the whole ques- 
tion of education comes up as part of the petition and it applies to 
women who are educated, also. Prenatal education is not one of the 
things on the list for people to learn about. So that in high schools, 
in colleges, it is not— unless you have an interest—it is not some- 
thing that is included in every biology course or every humanities 
course, so to speak. 

So it is not a fair assumption that because you are college edu- 
cated, that you will be able to overcome some of the myths and 
whatever that society has put upon you. So I appreciate your ques- 
tion. 

Mr. Leland. Ms. Blackwel). 

Ms. Black well. No; I have nothing to add to that. 

1 think it probably is true that there are certainly carryover 
throughout the educational process of black people about access to 
prenatal care. It is an impcrtant issue. You don't instinctively 
know you need prenatal care while you are pregnant. If a person 
grows up in an inner city community, goes f o an inr;er city high 
Kcnool where this information is not available, and through hard 
work gets to the point where their education progresses past col- 
lege, it doesn't necessarily mean that that misinformation gained 
throughout the process is now no longer there. That may well be a 
contributing factor, which is why we feel the outreach education is 
an e;;s. ial part of bringing people into the health care system. 

Mr. Leland. I wish Dr. Brandt were still here. 

Dr. Alexander. I would just like to also caution the commute, 
when the problem is of such magnitude and w *ook at only a very 
narrow sector of black women—after all, mo: black women are 
not of that category that we are talking about—we Und to for?et 
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what the problem is. So that I would caution the committee in 
terms of looking at the data and the evidence— and I am sure you 
are all aware of this; I am not telling you anything new— to look at 
that with somewhat of a grain of salt. 

Yes; we need to investigate that. But that is not the problem. 

Mr. Lkland. I think we understand that, and I appreciate your 
caution. 

Let me ask one last question, if I might, and I will ask this of all 
of you— and I don't know who is qualified to respond. I have a par- 
ticular concern about teenage pregnancy. I realize there is a real 
epidemic in this country, not only among blacks but among His- 
panics, and low-income young girls; whites, also. The problem of 
the disparity in infant mortality *s accentuated by the problem of 
teenage pregnancy. 

Would you comment m this particular problem? 

Ms. Blackwell. We have addressed the problem of teenage preg- 
nancy in the petition and have given it a great deal of thought 
among ourselves because it is p major factor that contributes to 
infant mortality. It is not uie whole picture. I think it is important 
to emphasize that. Among blacks if you separate out the teenage 
births you will find that teenagers account for one-third of the 
black infant mortality in any given year. It is also true that many 
of the remedies we have proposed will have an impact on teenage 
pregnancies as well as non teenage pregnancy. The changes that we 
hope will come about as a result of the leadership we have asked 
which would have every State provide medicaid benefits for all low- 
income women in need should include teenagers. 

The educational program that we have discussed should also 
reach teenagers sr that they know when they do become pregnant 
that they need prenatal care if they are going to continue with 
that pregnancy. 

Another thing we have found as a result of reviewing programs 
that d h1 specifical" with teenagers is when they do have the ben- 
efit of comprehensiv prenatal care they are less likely to b<? re- 
peaters in terms of second and third pregnancies during their teen- 
age years because they get crucial birth control information and 
develop a good understanding of their bodies. They become better 
educated and better informed. 

So treating the pregnant teenager is one of the best ways of pre- 
venting increases in *'*enage pregnancy among young women who 
niaybt got off to a bad start. 

Mr. Lelantv Yes. 

Dr Alexander. Just a brief comment. 

I have a particular interest in teenage pregnancies and aciaally, 
in the obstetric service at San Francisco General Hospital, I ran a 
teen pregnancy clinic. I thirk what I— I agree totally with what 
T Angela has said. Additionally I feel it is important to look at when 

teenage pregnancy became a problem. So if you took at the num- 
bers of black teenage pregnancies there has been slight increases 
but it has always been fairly high. But when you look at the 
number of white teenage pregnancies, it is only in the la t 10 to 15 
years that that rate really increased and that is why the Govern- 
ment is now spending money for teenage pregnancies. They should 
have been spending it a long time ago. 
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But I feel this is another way in which the racial differences 
come down in terms of how the care gets provided. So teenage 
pregnanc3- is a big problem but it has been a problem for a long, 
long time for blacks, a more recent problem for whites. 

Mr. Leland. What about Hispanics in the scheme of all this dis- 
cussion? I understand the Hispanic infant mortality rate is not as 
high as blacks. It is just a bit above the white infant mortality rate, 
Why is that? Does anybody have any idea? Nobody knows; 

Dr. Alexander. Yes, I have an idea. 

As part of some of the research that I have done, I have tried to 
compare black populations to Hispanic populations in California, 
and in New York the Dominican and Puerto Rican. We find that 
the rates are lower than they are in blacks but higher than whites 
If you compare for example a rate of about 11 for whites, it is 
about 16 for Hispanics— this is on average — about 20 to 2i for 
blacks. So we looked at why is this? And there are some very dis- 
tinct cultural patterns, that is : food habits that Latin women have 
when they become pregnant. This is very soft evidence, we are just 
starting to investigate this, that we fsol has an impact in terms of 
lowering that infant mortality rate. 

Plus there is a large community, extended family support for 
that woman when she becomes pregnant. There are a lot of things 
she is told to do, and no* to do mat tend to agree with some of the 
medical advice. So that on the whole although it i& i problem 
amongst Hispanic wom^n it is not as great a problem as amongst 
black women. 

Mr. Lkland. Thank you. 

Ms. Black well 

Ms. Bi,aokwell. The*-e is one thing I would like to add which is 
obvious but I *hink it needs to be said. It is that teenage pregnancy 
and infant mortality and low birth weight are not in and of them- 
selves associated. The rear on you find so many teenagers contribut- 
ing to infant mortality is because they don't receive adequate pre- 
natal care unless you are talking about a very young girl. What we 
are really talking about is young women who fit all the other crite- 
ria that were discussed in terms of being at risk, conditions that 
can be improved through adequate prenatal care. 

Mr. Lkiand. Is it true that the teenage pregnant girl has more 
nutritiop.nl requirements than a mature woman, and therefore in 
order to deliver a healthy baby she would need a greater amount of 
prenatal care? 

Ms. Blackwell. That is why we ask in the petition for a Federal 
standard of comprehensive prenatal care to be established for high 
risk populations If that happened it would be clear to sta*?s and 
clear to practitioners that when you deal with the teenager there is 
certain nutritional counseling that is absolutely essential and it is 
very importan* to talk about smok ng and alcohol consumption. 

Adequate cpre airr *i at the teenager would solve the problem 
there, just as it could *olve infant mortality problems for other pop- 
ulation*. 

Mr. Leland. Dr. Taylor. 

Mr. Taylor. One brief point. 

With teenage pregnancy there are other significant barriers for 
teens in obtaining care, one of which bting— I think it is very im- 
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portant— legal barriers to consenting to receive prenatal care. In 
most States in fact, including Michigan, a woman under age 18 
cannot consent to their own prenatal care. What this in fact does 
then 

Mr. Lki.ano. There is an age barrier? 

Mr. Taylor. A legal barrier to obtaining care, yes. Unless they 
have u parent or guardian willing to come in to sign that consent 
form so they can receive the care, they don't get it. 

Now, this is very often for teenagers finding out after a pregnan- 
cy test that they might be pregnant, it is a very traumatic experi- 
ence. The fact is that pregnancy will make itself known in due 
course. However, what we don't like and what we are trying to ad- 
dress through legislation in Michigan is the fact that the teenager 
might then withdraw from the care setting, be unable to deal with 
this issue right up front in the family, and not reappear then until 
perhaps the sixth month. 

A lot of the damage has been done by then. So I think the Con- 
gress ought to look very hard at these legal barriers to see if there 
might be a Federal remedy so that mature minors can consent to 
their own ambulatory health care, especially prenatal care. 

Mr. Lkland. Let me* thank you on behalf of the subcommittees. 
We greatly appreciate your assistance, particularly since all of you 
are on the cutting edge of this very serious problem. We hope that 
we can resolve the problem in the short and long term. We hope 
we can sensitize the administration to do good, as opposed to what 
it has been doing. Again I want to thank all of you for participat- 
ing in this hearing. 

The subcommittees will be adjourned. 

[Whereupon, at 145 p.m., the subcommittees were adjourned.] 
[The following material was submitted for the record:] 
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February 23, 198% 



Dr. Edward N. Brandt, Jr. 
Assistant Secretary 
Depattraent of Health and 

Human Services 
200 Independence Avenue, S.W. 
Washington, 0. C, 20201 

Dear Dr. Brandt i 

The Subcommittee on Oversight and Investigations, under the 
authority of Rules X and XI of the House of Representatives, is 
i nvest lqating the efforts of t'\e Administration to reduce infant 
mortality. We are particularly concerned about the vastly different 
rates between black and white Americans, and between low and higher 
income groups within the country, and the oteps taken and planned by 
the Adr 'nistration to close the gaps. 

To assist the Subcommittee in its inquiry, we request that you 
identify. all offices or divisions of the Department of Health and 
Human Services which have performed, or are expected to perform, any 
functions related to collection or analysis of data relevant to infant 
mortality, or to the preparation, review or presentation of any policy 
or positions rela.-fd to data ot actions taken or contemplated by the 
Administration to reduce infant mortality rates. For each such office 
or division of the Department, please identify, by name, title and 
telephone number, a program contact person who is knowledgeable about 
infant mortality ratrs and who is r'amiliar with the related documents 
generated, reviewed or received by the office or division. Please 
provide this information to Subcommittee staff no later than the close 
of business on Monday, February 27, 1984 at the Subcommittee office, 
2323 Rayburn House Office Building. 

Further, it is requested that you identify and n.ake available for 
review all of ^he documents related to this issue and provide copies 
of those selee ed by Subcommittee staff. The documen*.* may include, 
tMt ;hou'.d not. be limited to: 

all documents which define, describe, or represent rates of 
infant mortality in the U.S. from 1970 to 1983; 
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all documents, including notes from meetings or diucuasions 
I.; pcroon or over the telephone, which bear in any way on the 
development or presentation of positions or policy of the 
Administration related to reduction of infant mortality from 
February 1, 1981 to February 15, 1984; and 

all internal correspondence aM memoranda within the 
Administration, and correspondence be'.ween the Administration 
and any other parties related to infant mortality rates, or 
reduction thereof, from February 1, \981 to February 15, 
1984. 



Please make the documents available for review beginning on Tuesa*/, 
February 28, 1984. 

In addition to reviewing the documents and obtaining copies of 
those specifically identified by Subcommittee staff, it will be 
Important for the Subcommittee to conduct interviews of Department of 
Health and Human Services personnel. As It will be particularly 
useful to learn your views, I have asked staff counsel, Phyllis 
Freeman, to call your office to arrange for an appropriate time to 
meet with you during the week of February 27, We ask your assistance 
in facilitating access to other Department Of Health and Human 
Services personnel with whom '.ntervievs are indicated. Ms* Freeman 
may be accompanied by Richard Levinson during review of documents and 
interviews. 

We will appreciate your cooperation in raakirfg available both the 
documents and staff involved in addressing this important issue. If 
you have any questions aboutjJUj request, please contact Phyllis 
Freeman at 225-4441. i 
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DEPARTMENT OF HEALTH *v HUMAN S Eft VICES 



Washington. 0 C 20201 
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C 



MAR I B84 



The Honorable John 0. Dingell 
Chairman 

Suoocmnuttee on Overs Uht and Investigation 
Committee on Energy and Ccmmerce 
H(\ise of Representatives 
Washington, D,C, 20510 



Sue?orr.-'..-.tati on 



MAR 1 1284 



RECEIVED 



Dear Mr. Dingell: 

This is in response to your letter of Febmary 24 to Dr. Brandt requesting 
names of Department employees engaged in tita collection of or policy 
r<vjarding infant mortal ity. Attached is a list of relevant agency contact*, 

me review D*>»rtment policy on interviews and access to documents, which 
should facilitate the exchange of infounation. 

With respect to the individuals whan your staff desires to interview, 
advance notice from you will be necessary so that schedules may be arranged 
in a mutually convenient manner and employees may La apprised of their 
responsibility tc cooperate with your staff and of their individual rights. 
If your staff are going to be visiting an office at a particular time, advance 
notice of that visit will enable us to rearrange schedules accordingly in 
order to make available all of those individuals whan you desire to 
interview. 

With respect to documents which you may wish to review and/or duplicate, 
please give us advance notice of the subject matter of your inquiry and the 
category of document? or files to which you would like to have access in order 
that wo can arrange to have those files available and to determine that they 
contain no information (such as trade secrets, patient specific material or 
grand jury Information) to which access would be restricted by law. 

If we can be of further assistance, please let me know. 




Sincerely, 



Teresa Hawkes 
Acting Assistant Secretary 
for Legislation 
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March 5, 1984 



The Honorable Margaret M. Heckler 
Seer eta ry 

Department of Health and Human Services 
200 Independence Avenue* S. W. 
Wa-sbingLQo./ P« C 20201 

Dear Kadame Secretary: 

On March 1, 1984, the Subcommittee received a letter from 
Teresa Havkes, Acting Assistant Secretary for Legislation, in 
response to my February 23 letter to Dr. Brandt about the 
Subcommittee's investigation of the disturbing black-white gap in 
infant mortality rates. In her letter, Ms. Hawkes set out a 
brief description of the Department of Bealth and Human Services 1 
X&BS) policy on Subcommittee interviews with employees and access 
to documents. We have subsequently learned from HHS employees 
that on March 2 in a 10:00 a.m. meeting that a different and more 
detailed policy was outlined orally to employees. 

As you will recall from your service as a Member of the 
Bouse, oversight inquiries are of a particularly sensitive nature 
requiring the observance of procedures quite different from those 
followed in the routine legislative process. The ability to 
obtain information without the constraints of nonitoring is 
essential to protect the rights of all parties. This inquiry 
process has bee.-) likened by the Supreme Court to a grand jury 
probe and the Congress has been describe^ as the Grand Inquest of 
the Nation. 

It has been consistent Subcommittee policy to give prior 
notice of employe interviews and to arrange times to be as 
ir-jtually convenient as possible. Th • Su'Sccnrr.i 1 1 ee has extended 
simi .ar courtesies in arranging to 'evicw u.id obtain documents. 
Tr.;s does not mean* however, that HHS officials can screen 
.fit ?: vi ewees or withhold documents. 
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in her letter, Ks. Bawkes alludes tc files and a- 
determination "that they contain no information ... to which 




Second, the employee reports indicate the Office of 
Legislation outlined three options for employees i n responding to 
Subcommittee interview requests: (1) to come alone; (2) to come 
with a person of his or her choice; or (3) not to come. As you 
are well aware, any Departmental sanction of the refusal of an 
employee to appear for an interview would cl. rly impede the 
ability of the Congress to carry out its inve -.igatory 
responsibilities inherent in the 0, S. Consti. tion. The Supreme 
Couit has expressly recognized the danger to tiu' effective 
conduct of government if the legislature's power to investigate 
the Executive Branch is bumpered. McGraln v. Dauoherty 273 U.S. 
135 (1927), Sinclair v. I2lU£ed £U£ft£» 279 U.S. 263 (1929). 

Subcommittee procedures require that interviews be conducted 
separately and privately by Subcommittee staff. Should any 
employee desire personal counsel who is not acting as Department 
counsel to be present for the purpose of providing advise 
regarding the interviewee's individual rights, such requests will 
continue to be honored. This is consistent with the procedures 
we worked out with your predecessor, secretary Schweiker. 

Apparently, on Marcft 2 employees were instructed by the 
Office of Legislation to oring absolutely no documents with them 
tc interviews and to package all requested documents for delivery 
to Ms. Hassell. M.s. Hassell would then forward them to the 
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CcnecAl Counsel prior to providing then to the Subcommittee* As 
you kiivw, this would seriously interfere with the investigation. 
Subcommittee staff have been instructed to review materials, some 
of whicV are essential to the interviews. Employees are entitled 
to show Department materials-. o the Subcor.rs.vttee, a/id when the 
Subcommittee requests them to do so it i* their responsibility to 
comply . 

Finally, Any instruction that a full written report of the 
xrterview muse be r/resented to the Office of Legislation 
constitutes ^n interference with a Congressional investigation 
and casts an unacceptable chill on the statutory protections ot 
the communication between employees and the Congress (see 18 USC 
5 1505, S USC 5 2301(a) (q) fc£ afifl. and 5 DSC S 7211). 

Your cooperation and that cf your Department is appreciated. 
S'' 00 * ^ Sincerely Xj 

/ Chairman . 

Subcommittee on 
Oversight and Investigations 
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April 5, 1P84 



Dr. Edward N. Brandt, Jr. 

Assistant Secretary / 
Department of Health and Human Services 

200 Independence Avenue, S.W. * . . „ 

Washington, D. C. 20201 

Dear Dr. Brandt; 

At the joint hearing of the Subcommittees on Oversight' and 
Investigations, and Health and the Environment on infant mortality on 
March 16, 1984, several Members requested additional information for 
the record. We also require more data to assist the Subcommittee and 
to c^jarify the hearing record. To assure that there is no misunder- 
standing concernira the information reguested, a summary of the 
materials to be provided is as follows; 

1. A brief description about and the figure representing the 
total amount of money being spent by the Public Health 
Service on the education of pregnant women and teenagers and 
those who may become pregnant, which is intended to improve 
pregnancy outcomes including: 

a) the nawe and citation fo*. each program with which any 
auch expenditure is associated; 

b) the nature of the activities for which the federal 
government is making the expenditure; and 

c) the expenditure for each program for the fiscal years 
1980-1983, the projected expenditures for 1984, .and the 
expenditures anticipated under the President's 1985 
budget request. 

2. In response to che question from Mr. Lcland regarding the 
amount of federal funding for education to improve pregnancy 
outcomes you stated, "... I om sorry you are distressed. I 
don't have that figure, but 1 trunk it is important to 
mPASure your programs by effectiveness, not just dollars in 
the fi;st place." Please describe Uio&* other "important 
measures * including: 



«rt> ***** ftMCMUt 



«4»!M A. »»»» Mutl t MOn^i it 

M*HI * no** a^A 

IMuM 4 MAmtT MUk 



282 



Dr. Edward N. Brandt, Jr. 
April 5, 1984 
Page 2 



a) a narrative description of the evaluation mechanisms 
used to measure the effectiveness of programs listed in 
the answer to question II above/ 

b) identification of tht division or office of the federal 
government responsible for implementing each evaluation; 

c) the results of any such evaluations of programs listed 
in response to question II above for all years beginning 
with 1980 (if the material is voluminous, please provide 
summaries and citations rather than ttye full text until 
further notice); and f 

C, a status report on any such evaluations which are in 
process in any stage, no matter how preliminary, but 
not yet completed and available to include in response 
to 12(c) above. 

3. The specific basis for your statement that the Bealthy 
Mothers, Bealthy babies Campaign has been "reasonably 
successful* as you set out in the following context! 

DR BRANDT: We have worked with the 
professional associations making this 
information widely known to them. We have 
worked through the healthy mothers, healthy 
babies campaign to get across to women that 
they should^ seek prenatal care as early as 
possible and that they should clearly quit 
rooking and not drink during pregnancy, so 
ti.. • programs are under way and I think are 
reasonably successful. 

4. A copy of any document, published or released to the public 
in any way prior to March 16, 1984, in which the projected 
failure to meet the Surgeon General's objectives for 1990 of 
12 deaths per 1000 live births of infants oorn to blacks was 
presented. 

5. Tlje best and most recent da**a 4vailable on the number of 
pregnant women per year who deliver without: 

a. any prenatal care; 

b. any prenatjal care prior to the third trimester; 

c. any prenatal care prior to the second trimester; 
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d. prenatal care netting the frequency etandardi embodied 
in the American college of Obstetrics and Gynecology 
(ACOG) guideline*; and 

e. prenatal care netting the quality guidelines embodied In 
the ACOG standard!. 

6. A summary of the content of information the Public Health 
Service could provide to the Health Care Financing 
Administration whioh night enhance the use of Medicaid funds 
to improve pregnancy outcomes for eligible mothers &od 
babies. 

7. Please clarify thr position of the Department of Health and 
Human Services as toi 

l) which categories ot information, vlhen given to tnt 
committee, should be handled with special care; and 

b) which classes of information, if any, are to be 
restricted from transfer to this Committee. 

Plnjase; cite legal authority supporting the position of the 
Department . 

I 

8. Citations for any studies which link birtli weight to lack of 
income of the Votber or economic depression effecting the 
household in which the mother lives. 

9. The most recent infant mortality rates for HisPanics to 
compare to the rates for Blacks and Whites which were 
presented at the hearing. 

10. Ycjr view of the contribution the task force on the health 
status of black Americans, chaired by Dr. Halone, can 
ptovide in the area of infant mortality. 

11. The source of funds to support the work of the new task 
force chaired by Dr Ma lone* 

12. The statistical basis for yout statemenc "still if we 
project on the base of- current data thffSlack infant 
mortality rate will come down faster jfcan the white." 

13. During the hearing « ,u testified tha* "If you take a group 
of comparable black women and white* women who are college 
educated, married, receiving total prenatal' care from first 
trimester all the way through, the rate of ir\fant mortality 
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is still twice as high in black women." Dr. Alexander 
pointed out in her testimony later in the hearing that there 
is a significant difference between the rates of low birtb 
weight and infant mortality for the black women you 
described and those with lower incomes, lower levels of 
education, who may not be married and who are far less 
likely to have received total prenatal care frou the first 
trimester all the way through. Which of the interventions 
•referred to in your testimony is reasonably likely to have 
some beneficial effect on pregnancy outcomes for this latter 
group of black women? J 



Please deliver these 
Tuesday, April 17, 1984 .^Ce wil 
cooperation as we move Jroward t 



jn or before the close of business 
appreciate your continued 
completi^Jh^jff our investigation. 




John D^ Dingell 

Chairman 
Subcommittee on 
Oversight and Investigations 



JDDsPFdb 



9 

ERIC 



289 



285 



JW lL*TTttV lUt 

>UHI J. HOMO U 
IIMtMi VMM Ft ham. 



mm it r woiMiic 
let »«n»iuu>i 
1H0«' « J H«fV A »4 

wmu a curt, cmo 



11.3. ftoost of 'Rtprtscntatiocfi 

^Diccnffliltta on ©otriifiht and Jnocitigarioni 

tonwnitto: on £ntrgg and Commerce 
tDftihinjton, B.C. wij 



■OMUlt 
fMO«| (Ml) UK ,««t 



April 5, 1 1 "4 



Dr. Carolyne K. Davis 
Administrator 

Health Care Financing Administration , 
Department of Health ard Human Services 
200 Independence Avenue, S. W. 
Washington^ D. C. 20201 

Dear Dr. Davis: 

At the joint hearing of the Subcommittees on Oversight and 
Investigations, and Health and the Environment on infant mortality on 
March 16, 19B4, several Members requested additional information be 
supplied for the record. We also require more data to assist the 
Subcommittee and to clarify the hearing record. To assure that there 
is no misunderstanding about the information requested, a summary of v v 
the information to be provided is as follows! 

1. In response to a question by Mr. Sikorski on the 

availability of prenatal care services to Medicaid- 
eligible women, you responded that "using the 
combination of services from the two profile groups, it 
appears there is overall adequacy within states. There 
may be geographic areas^ within the states that might 
have some access problems". You agreed to check data 
available to your agency on the extent to which there 
were or were not gaps. Please respond to the following 
questions and include the data on which you base the 
answer t , 

a. What do the data show with regard to gaps in 
services available to Medicaid women in need 
of prenatal services? 

b. If data do not exist or are insufficient to 
determine where gaps exist and to specify the 
nature of the services needed, please 
describe these deficiencies and proposals 
from your agency and the Public Health 
Service to remedy them. 
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u. What were you referring to when you said (in 
the previously mentioned statement) 
"combination of services from the two profile 
groups"? what "combination of services" and 
what are the "two profile groups"? 

Medicaid Regulation 42.447.204 requires that Medicaid 
payments 'be sufficient to enlist enough providers do 
• that services under the plans are available ..." 

a. Bv what standards does HCFA determine the 
sufficiency of payments for this purpoae? * 

b. What, if sny f levels ot payment have been 
found to bs insufficient? 

c. How does HCFA monitor whether state Medicaid 
programs ar/ in compliance with the 
regulations? please summarize the monitoring 
method used now and any changes contemplated 
to improve it. 

d. what does your current surveillance show with 
regard to compliance? Please document. 

e. what methods of enforcement are available to • 
you to ensure compliance? Please identify 
any instances during your tenure at HCFA 
where such enforcement methods have been used 
and indicate th« results of the 
interventions. 

What numbers, and proportion of women a*^d children in 
poverty are not covered by Medicaid at present, and for 
each year that you have been Administi itor of HCFA? 
(Because theue will be estimates, ple&ie show the basis 
toe your calculations and identify the poverty standard 
used. ) 

You indicated that it would be useful for the Office of 
Technology Assessment and the Inst tute of Medicine to 
study and review the effectiveness of legislative 
programs which are intended to address infant mortality 
and the coordination among programs. Please summarize: 

a. The questions about which you intend to r < 

guidance from the Institute of Medicine u». ./or the 
Office of Technology Assessment; 
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b. Your method and timetable for doing so; 

c, The size of HCPA research budget; 

The HCPA projects related to IMR since 1980 anvi 
their -results* w 

e. Any policy changes mede or contemplated by EC FA 
which relate to Medicaid and infant mortality/ and 

f. Any research on infant mortality contemplated f pr 
the near future, 

5. In his testimony, Dr. Brandt referred to the success of 
the Indian Health Service in its prenatal care program. 
Your own agency has participated in a program in 
California (the o.B. Access Project funded by HCFA 
Grant *ll-P-97223/9-03 and by Evaluation Grant ■ 
♦ll-P-97578/9-03/ to increase access to quality 
prenatal care for Medicaid recipients which has 
reported some impressive preliminsry evidence on the 
program's reduction of low birth weight end infant 
mortality rates. You also endoraed EPSDT as s 
cost-effective preventive prcjrsm. Dr. Brandt 
indicated that prenatal care was also cost-effective. 
What steps do you intend to take, if any, to increase 
utilisation of medical services for women and infants 
during the first year of life amongt 

a. Those enrolled in Medicaid but not now 
utilizing services as recommended by the 
American College of Obstetricians and 
Gynecologists and the American College of 
Pediatrics} 

b. Those eligible for Medicaid but neither 
enrolled nor using services ss recommended by 
the American College of Obstetricians and 
Gynecologists and the American College of 
Pediatrics/ and 

c. Those unable to purchase services as 
recommended by the American College of 
Obstetricians and Gynecologists and the 
American College of Pediatrics for pregnant 
women and infants but who are currently 
excluded from Medicaid despite low income 
level. 
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6. You indicated that nurse-midwives may enhance the 
availabilJ iy of prenatal services to Medicaid-eligible 
women in *<.eas where there are physician shortages or 

&hyaicians unwilling to provide eervioen under 
edicaid. Please provide a summary of the evidence 
that nurse-midwives are increasing use by 
Medicaid-eligible women of prenatal care* Also, 
describe the role b*ing taken or anticipated by UCPA to 
. support this development. 

7. You referred to a 1983 Drban Institute Study on 
physician supply. Please provide the full citation and 
a copy of it. Also, please summarize the findings and 
its implications for access to physician services. If 

ou have taken or intend to take any actions based on 
his information, please so specify. 



Volume III of Securing Access Health Care , published 
by the President's Commission for the study of Ethical 
Problems in Medicine and Biomed'nal and Behavioral 
Research (March, 1983} contains a study oy Janet B. 
Mitchell and Oetty Croawexl, "Access to private 
Physicians for Public Patientsi Participation in 
Medicaid and Medicare." This study shows that OB-GYM 
specialists are among the leaet likely of all 
physicians to accept Medicaid patients, and ffcese 
physicians spend a relatively low proportion of their 
time with Medicaid patients. Please specify all 
efforts taken or anticipated to improve the 
participation of these specialists in serving Medicaid 
eligible women. 

According to'*the testimony of Dr. Brandt *nd 
HCFA-funded and other research which we uave seen, 

?uality prenatal care can have an impact on reducing 
ow birth weight and infant mortality rates. Given the 
importance of quality prenatal care please indicates 

a. 70 whit extent does BCFA or do State Medicaid 
agencies have data on the content of prenatal 
care for which Medicaid pay*? Please specify 
the data nuw available and the steps 
undertaken or anticipated to fill gaps in the 
available data. 

b. Why BCFA has not relied upon the ACOG 
standards as has the PHS7 
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c. The method and extent to which HCFA now 
monitors the quality of services financed by 
Medicaid? ^ 

d. The findings as to any deficiencies 
identified. 

e. What plans have been made or are anticiptaed 
9 to improve the monitoring of quality and Jto 

improve quality where deficiencies have been 
or may be identified? - 

10, Please describe how you intend to see that HCFA and 
state Medicaid programs take advantage of Public Health 
Service research findings and service delivery 

' experience which can contribute to the more effective 

.' .. delivery of Medicaid services in the prevention of 

/ infant mortality. 

11. Please summarize and provide the data showing the 
number and proportion of Medicaid-eligible women who 
deliver each year withoutt 

a. Any prenataj. care; 

b. Any prenatal care prior to the third 
trimester ; 

^ c. Any prenatal care prior to the second 

trimester; 

d. Prenatal care meeting the frequency standards 
embodied in the ACOG guidelines) and 

e. Prenatal care meeting the quality standards 
embodied in the ACOG guidelines. 

12* "Please" provide the data for 1982 and 1983 showing: 

a. The number of families eligible for Medicaid 
each year indicating the magnitude of the 
increase or reduction; 

b. The number of families enrolled in the 
Medicaid program each year indicating the 
magnitude of the increase or reduction; 
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c. The number of women of childbearing age 
eligible for Medicaid each year indicating 
the magnitude of the increase or reduction; 

d. The number of women of childbearing age 
enrolled in the Medicaid program each year 
indicating the magnitude of the increase ox 

reduction; ^ 

e. The number of children eligible for Medicaid 
each year indicating the magnitude of the 
increase or reduction; and 

f. The number of children enrolled in the • 
Medicaid program each year indicating the 

magnitude of the increase or reduction. 



Please deliver this information on cr before the close of 
business, Tuesday, April 17, 1984 to the Subcommittee offices at 2323 
Rayburn House Office Building. He will appreciate your continued 



cooperation as we move towa 



Subcommittee on 
Ovprsight and Investigations 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 



PuMc Health Strvtct 



OHica of tha Aa*J|tant Secretary 

for Huarth 
Washington DC 20201 



RECEIVED 



APR 17 1984 



The Honorable John D. Dingell 



SutcommU.M on 

Ovaralftu tnd InvML^Uona 



Chaiman 

Subcommittee on Oversight and Investigations 
Ccrwiittee on Energy and Carre rce 
House 61 Representatives 
Washington, D. C. 20513 

Dear Mr. Dingell: 

Enclosed are additional materials for the hearing record 
of March 16 which you requested on April 5. 



Enclosures 




(Note: Certain Attachment!) referred to have been retained In 
subcommittee files.) 



Sincerely , 
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<>jestion 1: A brief description about and the figure 
representing the total amount of money being spent by the 
Public Health service on the education of pregnant women and 
teenagers and those who may become pregnant, which is intended 
to improve pregnancy outcomes including: 

(a) the name and citation for each program with which any such 
expenditure is associated; 

(b) the nature of the activities for which the federal 
government is making the expenditure; and 

(c) the expenditure for each program for the fiscal years 
1980-1983, the projected expenditures for 1984, and the 
expenditures anticipated under the President's 1985 budget 
request. 



Education is a vital component of prenatal ca^.e, and, 
therefore, is an integral part of Public Health Service 
•programs for pregnant women and women who may become pregnant. 
However, education is rarely separated from these services. 
Expenditure data are not usually available for that specific 
portion of a project devoted to education. The following 
Maternal and Child Health programs in the Health Resources and 
Services Administration (HRSA) include education and counseling 
as essential parts of services* 



Infant Mortality/ Infant Health SPRANS Projects 

the Subcommittee on Oversight and Investigations 
previously requested information on the 15% set-aside 
(SPRANS) projects of the MCH block relevant to infant 
mortalxty/inft \t health. A description of several project 
areas, togethei with a project lifting for each of those « 
are is, was provided to the chairman. 

The significant projects, which were described in the 
previous communication, having educational components 
follow:. 



Answer: 
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Improved Pregnancy Outcome J (I?Q) Projects These 
projects are designed to improve maternal care and 
pregnancy outcome in selected States which have a high 
incidence of infant mortality and teenage pregnancy. 
The projects are designed to help build effective 
systems of preventive, primary and referral care for 
mothers and infants by improving the planning, 
promoting, and coordinating of perinatal health 
services at the State level, Funding was $13.6 million 
in FY 1980, $11.1 million in FY 1981, $4.3 million in 
1982, $2.7 million in FY 1983, and $1 million in FY 
1*84. 

Maternal/Perinatal Health Projects These projects are 
designed to provide a variety of approaches in health 
care delivery which can be utilized to improve maternal 
and perinatal health. These approaches focus on such 
activities as preventing preterm labor, reducing low 
birth weight, promoting breastfeeding, and increasing 
community-wide awareness of the importance of early and 
continuous pre-natal care. 

Genetics Program ^There are currently 28 States 
providing genetic services to a Statewide catchment 
area. These services include professional and patient 
education, screening, diagnosis, counseling and 
follow-up for anyone seeking care for, or who is 
suspected of having a genetic disorder. 

Genetics Program S i ckle Cell Counseling two projects 
have been awarded tor multi-State programs for the 
eductiont screening and counseling of couples at risk 
of having an infant with Sickle Oell Disease or other 
hemoglobinopathies. 

Continuing Education in Genetics Four continuing 
education awards were made to u\ the skills and 3 
knowledge of genetic services by primary care providers 
(particularly public health nurses and social 
workers) . 
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Ttie Family Planning and Molescent Family Life programs in the 
Office of Population Affairs/OASH also provide education and 
counseling. 

o Fam ily Planning Under title X of the public Health 
Service Act, family planning projects offer i broad 
range or family planning services, including education 
and counseling. It is impossible to separate out the 
funding for education. The total appropriation for 
Title X family planning services was $16?.. 0 million in 
FY 1980, $161.7 million in FY 1981, $124.2 million in 
FY 1982, $124.1 million in FY 1983, and $140. D million 
in FY 1984. The Presidents 19$5 Budget request 
includes Family Planning in the Primary Care Block 
Grant. 

o Adolescent Family Life (AFL) Program The AFL Program 
(title XX, PHS Act) funds model demonstration projects 
which offer prevention services to non-pregnant teens 
and the*r families, and care services to pregnant and 
parenting teens, their partners, and family members. 
Services that are prov; * relating to education 
include: 

(a) pregnancy testing and maternity counseling; 

(b) ad -option counseling and referral services which 
present adoption as an option for pregnant 
adolescents; 

(c) nutrition information and counseling; 

(d) educational services relating to family life and 
problems associated with adolescent premarital 
sexual relations; 

(e) appropriate educational and vocational services 
and referral to such services; 

(f ) counseling for the immediate and extended family 
members of the eligible person; 



There is no breakdown of the fundf spent solely for 
education of pregnant teenagers. Expenditures for the 
AFL program have been $10.0 million in FY 1982, $12.1 
million in FY 1983, $14*8 million in FY 1984. For FY 
1985, the requested level is $13.1 million. 
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Other PHS education activities include 

o Alcohol and Pregnancy Education Catnpaign/Natinnal 
Institute on Alcohol Abuse and Alcoholism ; A mass 
media/correnunity intervention public education campaign 
was initiated in 1982 % to warn women of childbearing age 
of the risks associated with the consumption of alcohol 
" during pregnancy, Three TV public service 
announcements, posters, pamphlets, and brochures were 
developed and disseminated through State Alcohol 
Authorities for implementation of the campaign at the 
State and local level . An evaluation of the campaign 
demonstrated success in reaching women with these 
warnings. More than $10 million worth of air time was 
donated by the private sector for broadcast of these 
messages. Twenty percent of the public service 
messages were aired during prime time viewing. The v 
messages contained in these broadcasts and print 
materials are still relevant and can be used to 
supplement other fetal alcohol syndrome-related 
activities* Campaign funding was $400,00 in FY 1982. 

» 

In addition, a series of publications on alcohol use 
during pregnancy are actively promoted through states 
for use with limited English-speaking persons, those 
with limited levels of literacy, and t-.eenagers. 
Funding for this effort in r"Y 1982-83 was $90,000* the 
effort will be continued and strengthened in FY 1984-85. 

o Healthy Mothers, Healthy Babies Coalition/Office of 
Public Af fairs/QASH ; ttie Public Health Service was one 
of the founders, and is the major coordinator of the 
Coaltion, an informal association of more than 60 
professional, voluntary, and government organizations 
! V with a common interest in prenatal and infant health. 

' (A listing of national members is attached). The 
purpose of the Coalition is to foster public education 
efforts for pregnant women through collaborative 
activities and sharing of information and resources. 
In response to needs identified by national Coalition 
members, the public Health Service has developed a 
number of educational materials including directories 
of prenatal education materials and programs, radio 
public service announcements, newspaper columns, 
exhibits, and a series of posters ai.d information cards 
for low income women. IWo market research studies have 
been completed to support the development of additional 
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educational programs for low income women by the 
Coalition, Television and other new materials will be 
distributed primarily through State Cbalition chapters 
now being formed. Ending for FY 1982 was $150/000, 
for FY 1983, $60,000 and FY 1964, $95,000. 

o Prenatal Care Publication Ttie Maternal and Child 

Health Program, HRSA, has a long history of development 
and publication of educational and informational 
raterials. A listing of current publications available 
through its clearinghouse is attached, tony of these 
publications deal directly or indirectly with 
information bearing on pregnancy, prenatal care, infant 
caro and the like. Perhaps most directly significant 
is the publication, Prenatal Care. Prenatal Care , one 
of the most popular publications distributed by the 
Government Printing Office (GPO), is intended to 
provide women current information about the process of 
pregnancy, childbirth, and the newborn and about caie 
related to these critical processes in stages of 
development. An initial distribution of over 40,000 
copies of the latest edition to State HCH agencies is 
expected to be completed in May. A Spanish language 
edition is planned for later this year. One hundred 
thousand copies will be available through the National 
Maternal and Child Health Clearinghouse, and will be 
available through purchase from the GPO. in addition, 
a number of State and local agencies and several 
commercial firms have requested and have been provided 
use of the printer's negative to print their own copies. 

o Other Publications for Pregnant women These include 
public/patient education materials for distribution 
primarily through physicians' offices and clinics. 
Titles include Pregnancy Basis, Facts About Premature 
Birth, Facts About Down Syndrome for Women over 35, 
Caesarean Childbirth, Little Babies: Born Too Soon, 
Born Too Small, Facts About Pregnancy and Smoking . 
Funding for FY 1980-85 for such publications averages 
$60,n00 per year. 
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Question 2: In response to the question from Mr. ueland 
regarding the amount of federal funding for education to 
improve pregnancy outcomes You stated, "... 1 am sorry you are 
distressed. I don't have that figure, but I think it is 
important to measure your programs by effectiveness, not just 
dollars in the first place*" Please describe those other 
■important measures" including: 

(a) a narrative description of the evaluation mechanisms used 
to measure the effectiveness of programs listed in the 
answer to question #1 above; 

(b) identification oi the division or office of the federal 
government responsible for inclement ing each evaluation? 

(c) th* results <*c any such evaluations o* programs listed in 
rrsponse to question fl above for all years beginning with 
1980 (if the material is voluminous, please provide 
summaries and citations rather than the full text until 
further notice); and 

(d) a status report on any such evaluations which are in 
progress in any stage, no matter how preliminary, but not 
yet completed and available to include in response to 
12(c) above. 



o Maternal and Child Health/Improved Pregnancy Outcome 
We believe one measure of the effectiveness of our 
programs is the continued reduction in infant mortality 
rates. Evaluation of a multi-faceted program is 
extremely complex, however, the continued improvement 
in outcome should suggest a positive effect of our 
education activities. 

There have been several evaluation studies completed 
prior to 1980 which have focused on a variety of 
maternal and child health services and programs. These 
studies can be provided to the Subcommittee upon 
request • 

Since 1980, a major study has been completed dealing 
with improved pregnancy outcomes, "ftus study, entitled 
"Measuring the Impact of Community Health Centers op 
Pregnancy Outcome* was completed in October 1982. The 
evaluation, conducted by Abt Associates (Contract No. 
240-81-0041), was conceived as a small scale study 
which would use detailed data in one urban area to 
examine the impact of the Community Health Center (CHC) 
program, HRSA, on pregnancy outcomes. 



Answer : 
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Baltimore was selected as the site of the study because 
large sections of the city are designated medically 
undeserved areas with six CHCs serving these 
sections, in addition, Baltimore CHCs have received 
funds to implement a sophisticated prenatal care data 
collection system called CHIPS (Community Health 
Information Prenatal System), lbe basic study design 
was to compare CHC users with non-users to assess the 
nature of the impact of the CHCs on pregnancy outcome. 

Itie findings of the numerous analyses performed 
indicate that when comparing CHCs with other 
institutional care givers (i.e., health departments and 
hospital clinics) the CHCs did not perform either 
better or worse. That is to say that within the group 
of women studied (black inner city women) and 
controlling for medical obstetrical factors, it 
appeared that care at CHCs results in outcomes equal to 
those achieved for similar women who used other 
institutional sources of care. Thus, the major finding 
involved the determination tb^l care in CHCs was equal 
to that of other institutional care givers. Although 
cost containment issues were not part of the study, it 
was observed that CHCs were providing care with 
comparable outcomes at lower cost. 

There are two other evaluation studies dealing with 
maternal and child health services which are currently 
being carried out by private contractors. The first, 
entitled - An Evaluation of the Dissemination and 
Adoption of Findings Generated by a Study Supporced by 
the MCH Research Grants Program,* is being conducted by 
the Human Interaction Research Institute (Contract No. 
240-83-0107). ohe study is to culminate in the 
development of a manual containing a systematic 
exposition of what has to be done to effectively 
implement findings from projects supported by the fiCH 
Research Grants Program. 

The Office of Planning, Evaluation, and Legislation 
(OPEL) is the organization responsible for the design 
and monitoring of evaluation studies on maternal and 
child health services and programs. The OPEL maintains 
the responsibility for initial evaluation study design 
through the development of requests for contracts. 
These studies are then carried out by prvate sector 
organizations who are awarded evaluation contracts in 
accordance with competitive bidding procedures. 
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evaluations conducted by other programs include: 

o Family Planning/Adolescent Family Ufe-Office of 
Population Affairs/OASH : Several evaluations of the 
effectiveness of organized family planning services 
have been conducted. Notable publications from these 
evaluation studies are: 

M. Chamie and £.K. Henshaw, • < it>e Cost and Benefits of 
Government Expenditures for Family Planning Programs, 
' Family Planning Perspectives , 13: 117, 1981, 

J. D. Forest, A.I. Hermalin and S.K. Henshaw, 9 7tie 
impact of Family Planning Clinic Programs on Adolescent 
Pregnancy, " Family Planning Perspectives , 13; 109, 
1981 

P. Outright and F.S. Jaffe, Impact of Family Planning 
Programs on Fertility ; The U.S. Experience, Praeger, 
New York, 1977. 

The Public Health Service was the primary funder of 
these studies; copies are available on request. 

Since funds were first appropriated in September 1982, 
the AFL projects, which are three-to-f lve-year model 
demonstrations, have only been in operation for 
eighteen months. Evaluation of these projects Mill be 
completed at the end of the project's demonstration 
period. 

o The National Institute on Alcohol Abuse and 

Alcoholism/Alcohol, Drug Abuse and Mental Health 
Administration plans to evaluate the utilization of 
research findings on fetal alcohol syndrome to the 
field. TTie study will include OB/GYN clinics, primary 
health care settings, and alcohol, drug abuse, and 
mental health treatment programs. In addition to 
determining the current state-of-practice with regard 
to fetal alcohol syndrome it is anticipated that gaps 
and barriers in the l information-effective practice 
chain will be identified and recommendations made for 
future targeted dissemination strategies. Funding will 
be $325,000 (est.) in FY 1984. 

In addition to formal evaluation studies, it is inportant 
to recognize trends that indicate that the health of 
pregnant women and their babies is improving. Generally 
it is impossible to isolate which factor in society 
ranging from social acceptance to research advances is 
responsible for such improvements. However, these trends 
provide indirect evidence of some positive effects. In 
ireent years, there has been some decline m the number of 
mentally retarded children, for example. Ttiis decline may 
be due in part to increased information about the risk of 
Down syndrome babies being born to women over 35 years of 
aqe. widespread screening programs for PKU and 
hypothyroidism have also played an important role. While 
certainly the major credit for these advances goes to the 
research findings, the dissemination of information about 
these advances both to professional and lay audiences 
plays a role in the spread and acceptance of these 
programs. 
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Oiestion: 3 Otie specific basis for your statement that the 
Healthy Mothers, Healthy Babies Campaign has been 'reasonably 
successful" as you set out in the following context: 

DR. BRANDT: We have worked with the professional 
associations making this information widely known to 
them. We have worked through the healthy mothers, healthy 
babies campaign to get across to women that they should 
seek prenatal care as early as possible and that they 
should clearly quit smoking and not drink during 
pregnancy, so those programs are under way, and 1 th\nk 
are reasonably successful. ° 



The Healthy Mothers, Healthy Babies Coalition, and the 
educational campaigns it conducts, have been the result of 
enthusiasm, diligent effort?, and a degree of cooperation 
between national voluntary, professional and governmental 
organizations unusual in the maternal and health — or auy 
other — area of health. More than 60 organizations representing 
disparate audiences and points of view have joined forces in a 
ustained (until 1990) commitment to improve educational 
programs for pregnant women and women who may become pregnant. 
Indicators of success for these programs undertaken in the last 
two years include: very positive reception to radio spots, 
produced by the Public Health Service and distributed by local 
chapters of the March of Dimes (chapters reported greater 
demand for these spots than for any previously offered, an J the 
March of Dimes has reissued them *) additional times to meet 
the demand)? posters and cards for low income clinics, produced 
by the Public Health Service jointly with the American College 
of obstetrics and gynecology, the March of Dimes, the Licensed 
Beverage Information council, Gerber Foods, and the American 
Cbuncil of Drug Education (in addition to the series being 
almost immediately "sold out 1 to low income clinics, the volume 
of p.sitive letters received from this project by the PHS far 
exceeds normal response)? "Coalition-building" materials 
produced by the Public Health Service with the Departments of 
Agriculture and Education, the Alliance for Perinatal Research 
and Services, and the American Oollege of Obstetrics and 
Gynecology to encourage the establishment of State Coalition 
chapters (in cooperation with the National Governors 
Association support for a Healthy mothers, Healthy Babies Month 
xn each State)? and the level of activity within the States to 
further national coalition efforts (more than 1500 State 
contacts are now working with the Nation?! Ooalition) . 



Answer: 
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Cuestion 4: A copy of any document, published or released to 
the public in any way prior to Sarch 16, 1984, in whic* the 
projected failure to meet the Su'.geon General's objectives for 
1990 of 12 deaths per U00 live births of infante born to 
blacks was presented. 

Answer : 

Hie documents entitled— 

o stat istical update on Progress 

- Pregnancy and Infant Health Objectives 

- Progress Review - March 29, 1983 

o Highlights of Program Activities 

- Pregnancy and Infant Health Objectives 

- Progress Review - March 1983 

were discussed at a department-wide meeting on the Pregnancy 
and Infant Health Objectives on March 29, 1983 and subsequently 
disseminated to Regional Program Consultants for Maternal and 
Child Health (MCH) and to all the State MCH Piogram Directors. 
In addition, the documents were distributed to the more than 60 
national professional, voluntary and governmental organizations 
and agencies which comprise the Healthy Mothers/Healthy Babies 
Coalition. The data presented for Objective 4 {Rates of Infant 
Mortality for Subgroups) indicated that it would be difficult 
to achieve the target for blacks. The recommendation was to 
maintain the target as established and continue efforts to 
reduce infant mortality among black infants. 

Following the progress review, an article in Pu blic Hea lth 
? e Ports ln March-April 1984 (attached) pointsUp the difficulty 
in achieving the projected rates and the substantial challenge 
facing the Nation to accomplish the goal. 
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Question 5: The best and most recent data available on the 
number of pregnant women per year who deliver without: 

(a) any prenatal carej 

(b) any prenatal care prior to third trimester* 

(c) any prenatal care prior to the second trimester? and 

(d) prenatal care meeting the frequency standards embodi<3d in 
the American College of Obstetrics and Gynecology (ACOG) 
guidelines. 

(e) prenatal care meeting the quality guidelines embodied in 
the ACOG standards. 

Answer: 

(a) Based on data from 1981 live birth certificates, there 
were nearly 50,000 births for which the mother had no 
prenatal care (see Table 1). ftus represents 1.4 percent 
of all live births. Among white live births 1.1 percent 
had no prenatal care while among black live births 2.8 
percent had no prenacal care, 

(b) Including those with no care at all, there were 188,000 
live births with no care prior to the 3rd trimester. Ttus 
representss 5.2 percent of all live births. The 
proportion for whites was 4.3 percent and for blacks 9.0 
percent. 

(c) Nearly 860,000 live births had no prenatal care prior to 
the 2nd trimester. Ttus represented 23.7 percent of all 
live births. The corresponding proportion for whites was 
20.6 percent compared to 37.6 percent for Macks. 

(tf) There are no national data available which precisely 
relate to ACOG guidelines. However, we were able to 
prepare a special preliminary tabulation of 1980 birth 
certificate data to approximate these guidelines based on 
the month prenatal care began, total number of prenatal 
visits, and gestation (see Table 2). Unf ortunai.ely, 31 
percent of the birth certificates did not have available 
all the information needed to classify prenatal care in 
this way (California and New Mexico do not report number 
of prenatal visits on their births certificates). Of the 
live births for which data were available, 66.5 percent 
received "adequate" prenatal care (70.3 percent for whites 
versus 48.8 percei t for blacks). At the other extreme, 
7.5 percent of live births had inadequate care (6.0 
percent among whites versus 14.6 percent among blacks). 

(e) The Election of vital statistics is a State 
respc.isibility. The only information on birth 
certificates regarding prenatal care is when prenatal care 
began and the number of prenatal visits. Assessing 
quality of care is a difficult undertaking. 

We subscribe to the ACOG standards and have assisted with 
their establishment and encourage all providers of 
maternal services to subscribe to them as well. Indeed 
these standards have been promulgated by federally run 
programs such as CHCs and Title V clinics. However, 
professional standards are set by the professions 
themselves and the States through licensure laws. 
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Table 1. Live births by month of pregnancy prenatal care began: 



United States 1981 

Month of pregnancy prenatal care began 

Ho prenatal 

Total 1-3 4-6 7-9 care 
Estimated number 1 of live births 

Total 3,629,238 2,769,875 671,062 138,927 49,374 

White 2,908,669 2,308,989 475,249 93,798 30,633 

Black 587,7^7 366,957 167,470 36,656 16,714 

Percent distribution 

Total 100.0 76.3 18.5 3.8 1.4 

White 100.0 79.4 16.3 3.2 * 1.1 

Black 100.0 62.4 28.5 6.2 2.8 



Births with month prenatal care began not stated (2>5 percent of total, 2.3 
percent of white and 3.5 percent of black birtns) are allocated according to 
the distribution of those with known month. 

SOURCE: National Center for Health Statistics: Data computed by the Division 
of Analysis from data compiled by the Division of Vital Statistics. 
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Table 2. Adequacy of prenatal care 1 among mothers 
with live births: United States, 1980 



Prenatal care 
Index 



All 
races 



Adequate 

Intermediate. 
Inadequate. . . 



Race 



White 



Black 



Percent of live births 2 

66.5 70.3 48.8 

25.9 23.7 36.6 

7.5 6.0 14.6 



Adequacy of prenatal care is measured using an index which takes Into account 
gestation, njmper of prenatal visits, and month prenatal care began. Details' 
of the index are descrioed 1n the report: Kessner OH, et. al.: Infant Death, 
An Analysis by Maternal Risk and Health Care. Institute of Medicine, National 
Academy of Sciences, Washington, D.C., 1973. 

^The table excludes 31 percent of live births because one or more of the data 
items needed to calculate the prenatal care Index are missing. Births 
occurring in certain States are excluded because of missing data. California 
and New Mexico do not report number of prenatal visits; and Connecticut and 
New Mexico do not report gestation. 

SOURCE: National Center for Health Statistics: Data computed by the Division 
of Analysis from data compiled by the Division of Vital Statistics. 

NOTE; These data are preliminary and subject to revision. 
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Question 6: A summary of the content of information the Public 
Health Service could provide to the Health Care Financing 
Administration which might enhance the use of Medicaid funds to 
improve pregnancy outcomes for eligible mothers and babies. 



The PHS and HCFA have collaborated for several years on 
nechanisms to enhance the use of Medicaid funds to improve 
pregnancy outcome for eligible mothers and babies. 
Considerable effort has been devoted to implementing 
interagency agreements and providing technical assistance to 
the ctate Health* Departments and Medicaid agencies. PHS and 
HCFA are jointly developing information for use by Stat* 
agencies in the delivery of services related to pregnancy and 
infant health. 

An area which will be expanded is data and information. PHS 
and HCFA have discussed the issuance of guidance on the 
positive impact of early prenatal care, the early 
identif icatiop of high-risk pregnant women and infants, 
standards of care, and the comprehensiveness of health care 
services. 

The ongoing collaborative effort between HCFA and PHS, with 
pregnancy and infant health as a mutual high priority, provides 
a vehicle to improve pregnancy outcome for the Mat ion. 



Answer : 
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Question 7: Please clarify .he position of the Department of Health and Human 
Services as toi 

(a) Which categories of information, when give to the committee, should 
be handled with special care) and 

(b) Which classes ot information, if any, are to ue restricted frcm 
transfer to this Committee. 

Plea'* cite legal authorities supporting the position of the Department. 



Answer: ^ 

(a) It would be impossible to categorize in advance all the types of 
information that the Department might request- the Committee to handle 
with special care. Any information exempt frcm the disclosure 
requirements of the Freedcm of Information Act may be sufficiently 
confidential to warrant a request by the Department that the 
information not be further disseminated by the Committee. Such 
information might include, but would not be limited to, information 
the disclosure of which would constitute an unwarranted invasion of 
personal privacy, trade secret information, attorney-client 
information, and inter-or intra-agency correspondence. 

(b) A number of statutes restrict the Department's ability to release 

certain categories of information and provide no exception frcm those 
restrictions in the case of requests frcm Congressional Committees. 
Whether or rot release of the information covered by thooe statux.es 
would be permitted in any particular case would require a complete 
analysis of the circumstances surrounding the information and the 
Committee's request. Those statutes are: 

Food, Drug, and Cosmetic Act, sect ion 301(j), 
21 U.S.C. 331 (j) 

Public Health Service Act, section 303(a), 
42 U.S.C- 242a(a)~ Mental Health Research 

Public Health Service Act, section 308(d), 
42 U.S.C. 242m(d)— Health Research and 
Statistical Activities 

Comprehensive Alcohol Abuse and Alcoholism 
Prevention, Treatment* and Rehabilitation 
Act of 1970, section 333, 42 U.S.C. -582 

Drug Abuse Prevention, Treatment ana* 
Rehabilitation Act, section 408, 21 U.S.C. 1175 

18 U.S.C. 1905— Trade Secrets 

UHB Circular A-10 requires executive agencies to withold all budgetary 
information prior to transmittal to the Congress by the President of the 
burlye- to which it pertains. Under OMR Circular A-10, budgetary information 
induces, but is not limited to, agency budget submissions, requests, 
recommendations, supporting material and similar communications. 
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Question 8: Citations for any studies which link birth weight to lack of 
income of the mother or economic depression affecting the household in which 
the mother lives. 



Answer: 

Lewis £, Charles M, and Patwary KM, Relationships between birth weight and 
selected socialr environnental and medical care factors. American Journal of 
Public Health 63 <1U:973-981, November 1973. 

• Gortmaker SL. Poverty d infant mortality in the United states. American 
Sociological Review 44:280-297, April 1979. , 

Struening EL, Rabkin JG, Cohen P, Raabe G, Muhlin GL, and Cohen J. Family, 
ethnic and economic indicators of low birth weight and infant mortality: A 

* soc.al area analysis. Annals New York Academy of Science 218:87-107, 1973. 

Garn SM, Shaw HA, McCabe KD. Effects of socioeconomic status and race on 
we ight-de fined and gestational prematurity *in the United States, in DM Reed, 
FJ Stanley (eds): The Epidemiology of Prematurity . Baltimore-Munich. Urban 
and Schwa rzenberg , 1977. pp 127-143. 

Shapiro S, Schlesinger'EP, and Nesbitt, jr. REL. Infant, perinatal, maternal 
and childhood mortality in the United States . Boston. Harvard University 
Press, 1968. 

Brooks CH. Path analyses of socioeconomic correlates of county infant 
mortality rates. Int. J. Health Serv. 5:499, 19S5. 

Ashford JR, et. al. Analysis of variations in perinatal mortality amongst 
1 local authorities in England and Wales. Int. J. Epid . 2:31, 1973. 

• Mayer fsj, Marks RV. Differentials in infant mortality by race, econanic level 
and cause of death for Detroit: 1940 and 1950. Hum. Bio . 26:143, 1954. 

Shapiro S, et. al. Prematurity and perinatal mortality in New York City and 
HIP. American journal of Public Health 48:170, 1958 and 50:1304, 1960. 

Friedman JJ. Sturctural constraints on community action: the case of infant 
mortality rates. Social Problems , Fall 1973. 

Shah FK and Abbey H. Effects of some factors on neonatal and post neonatal ' 
mortality. MMFO 49:33, 1971. 

Paktet J and Nelson F. Factors in the unprecedented decline in infant 

mortality in New York City. Bull. N. Y. Acad. Med . 50:839, 1974. * 

Brenner MH. Fetal t infant, and maternal mortality during periods of ecormuc 
instability. Int. J. of Health Services 3<2):145-159, 1973. 

Kehrer BH and Wolin CM. Impact of income maintenance on low birth weight: 
Evidence from the Gary Experiment. The J. of Human Resources XIV(4): 434-462, 
Fall 1979. 

Brooks CH. Infant mortality in SMSAs before Medicaid: Test of a causal 
model. Health Services Research pp. 3-15, Spring 1978. / 

* Anderson JG. Constructing causal models: Problems of units of analysis, 
aggregation, and specification. Health Services Research pp. 50-60, 
Spnaj 1978. 

Brooks CH. Reply to "Constructing causal models: Problems of units of 

• analysis, aggregation, and specification. 1 * Health Services Research ✓ 
pp. 305-325, Fall 1978. 

Bross DS and Shapiro S. Direct and indirect associations of five factors with 
infant mortality. Am. J. of Epidemiology 115(1):7SH*1, January 1982. 

Stockwell HG and Wicks JW. Socioeconomic differentials in infant mortality. 
Final Report, Grant MC-R-390452-01-0. Available through National Technical 
Information Service, U.S. Department of Commerce, Springfield, Virginia. 
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Question 9: The most recent infant mortality rates for Hispanics to compare 
to the rates for Blacks and Whites which were presented at the hearing. 



National data on infant mortality rates for Hispanics are unavailable sine 0 
many states do not code ethnicity on the birth or death certificate. However, 
Table 3 (attached) shows the percent low birth weight oy Hispanic origin of 
mother for the 22 States which reported this information in 1981. s 

It is of interest to note that the incidence of luw birth weight for Mexicans, 
Cubans* Central and south Americans is about the same as that fot the ite 
population. Only Puerto Ricans and "other and unknown Hispanics" have .j 
higher incidence of low,,birth weight than whites. However, low birth weight 
incidence anong Puerto Ricans is still substantially lower than the incidence 
of low firth weight among blacks. 

We wurc able to obtain infant mortality rates for Hispanics in the two States 
with the largest Hispanic populations, California and Texas (see Table 4 
attached). These data show a 10 percent excess infant mortality rate among 
Hispanics- in California and a 20 percent excess among Hispanics in Texas. 
Once again* however, both Hispanic rates were substantially lower than the 
corresponding rates for black infants* 



Table 3. Percent of live births below 2500 grams by Hispanic 
origin of motner, and by race of child for mothers of 
non-Hispanic origin: Total of 22 reporting States, 1981 



All birtns 5,8 

All Hispanic origin 6 # 1 



Answer: 



Mexican 

Puerto Rlcan 

Cuban 

Central and South American 
Other and unknown Hispanic 



5.6 
9.0 
5.8 
5.7 
7.0 



All Non-Hispanic 



7.0 
5.6 
12.6 



wnue 



Blact 



SOURCE; Division of Vital Statistics, National Center for Health Statistics. 
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Table 4. Infant mortality rates for Hlspanics and Non-H1spanics In 
California and Texas^ 






California 2 


Texas 3 






1980 


1981 1982 1960 


1981 


1982 






Infant deaths per 1000 live births 




White, non-Spanish 




8.9 . 10.6 


10.0 


9.2 






White, Spanish 




*9.8 — • 11.8 


11.8 


n.i 










17.2 

19.0 










17.6 


16.0 







California Is first In the Nation and Texas 1s second In the Nation for 
number of Hispanic births. 

2 The infant mortality rate Is calculated using « birth cohort file consisting 
of linked birth and death records, that Is, an infants birth certificate Is 
matched with that same infant's death certificate. This match can be made 
proviced an infant born In California to resident parents also dies there. 
Race of the infant is determined from the birth certificate. Spanish surname 
is determined by th* infant's surname as listed on the birth certificate. 

3 The infant mortality rate is calculated In the usual manner using unlinked 
Dirth and jeath records. For live births, Spanish surname 1s determined by 
the infant's or mother's surname on the birth certificate; for deaths, Spanish 
surname is determined by the infant's surname on the death certificate. 

SOURCE: Personal communication with Ms. Mlchlko Tashire, Center for Health 
Statistics, California State Department of Health Services and Mr. William 
Barrmo^ton, Director, Division of Statistical Services, Bureau of Vital 
Statistics, Texas Department of Health. 
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Question 10: Your view of the contribution the task force on the health 
status of black Americans, chaired by Dr. Malone, can provide in the a. of 
infant mortality* 

Ar^werj 

As emphasized by Secretary Heckler in establishing the Task Force on Black and 
Minority Health, the dramatic and tragically high rate of infant mortality 
among minorities merits special attention. The Task Force, created in 
response to this and other persistent disparities between black and white 
health status, is unique as a coordinated Department-wide approach to minority 
health needs. At the initial meeting of the Task Force on April 11, 1984, 
Secretary Heckler charged the members to review all available data on health 
status, to assess the tull range of DHHS resources related to minority health, 
and to make recommendations for new approaches through which Federal programs 
might improve health among minority Americans. 

In the specific area of infant mortality, the Task Force can contribute by 
recommending innovative ways of channeling Departmental resources to have an 
impact on improving the perinatal health of minorities. To accomplish this, 
the Task Force will examine data from other and more specialized sources than 
reported in Health, U.S. / 1983 , including regional surveys and detailed 
demographic profiles, which might suggest areas of greatest need and potential 
change. Research being conducted or supported on infant Aortal ity will be 
reviewed by the Task Force and recommendations should be forthcoming for the 
most promising areas* It is also anticipated t at the TasX Force will obtain 
and consider the views of the external community concerned with infant health 
through workshops, regional hearings, and consultation with minority leaders 
and professionals. These efforts should serve to accelerate progress toward 
the goal of increasing the proportion of healthy babies born to black and 
other minority mothers. 



Question lit The source of funds to support the work of the new task force 
chaired by Dr. Malone. 

Answer: 

The Task Force on Black and Minority Health, chaired by Dr. Malone, will be 
funded initially fran Already existing Departmental appropriations tor fiscal 
year 1984 through an assessment of participating DHHS components. A similar 
mechanism is anticipated for fiscal year 1985. 
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Question 12: The statistical basis for your statenent "st;\l if we project on 
the base of current data the black infant mortality rate will ccme down faster 
than the white. * 



My statement was intended to simplify a complex situation* In 1981, the last 
year for which race-specific oata is available, the infant mortality rates for 
whites was 10. 5 and our projection for 1990 is 6.8, a decrease of 3.7 
deaths/1000 live births. The comparable data for blacks is 204) in 1981 and 
13.5 in 1990, a drop of 6.5 deaths per 1000 live births. Hence, on the 
average over this 9 year period, there will be a decrease of 0.72 deaths/year 
for blacks compared to 0.41 deaths/year for whites. On the other hand, the 
logarithmic model used for these projections based upon the 1970-81 data 
indicates a yearly decrease of 5.0 percent for whites and a 4.2 percent for 
blacks. 



Question 13: During the hearing you testified that "If you take a group of 
comparable Mack wanen and white women who are college educated, married, 
receiving total preruital care fran first trimester all the way through, the 
rate of infant mortality is still twice as high in black women." Dr. 
Alexander pointed out in her testimony later in the hearing that there is a 
significant difference between the rates of low birth weight and infant 
mortality for the black women you described and those with lower incomes, 
lower levels of education, who may not be married and who are far less likely 
to have received total prenatal care frun the first trimester all the way 
through. Which of the interventions referred to in your testimony is 
reasonably likely to have some beneficial effect on pregnancy outcomes for 
this latter group of black wornc"'' 



First, the rate I was discussing was low birth weight not infant mortality 
rate. What I said in my written testimony was that based on an analysis of 
1981 birth certificate data, the rate of low birth weight among the lowest 
risk group — colleqe educated married women, age 25-29, having their second 
child, who began prenatal care in the first trimester — was estimated to be 2.3 
for whites and 5.6 for blacks. This differential continues for the group of 
women mentioned by Dr. Alexander. For example, the rates of low birth weight 
for those women not completing high school, unmarried, with no prenatal care, 
either young or old with high or low parity were 9.6 for whites and 14.6 for 
blacks. I would expect that the full range of interventions and activities I 
recounted in my testimony are likely to be of some benefit in reducing low 
birth weight. I would repeat, however, that we need more investigation into 
the whole area of prevention of low birth weight in order to understand how to 
target our efforts to resolve the black/white disparity. 



Answer: 



Answer; 
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ARTICLES-PREVENTION 

Pregnancy and Infant Health: 
Progress Toward the 1990 
Objectives 

ANN M. KOONTZ. DfPH 

Ik KiKtfM/ i\a »pevialui in maiemity carr and Nervives. Divi- 
sion tit Maternal and (1 <ld Health . Bureau of Health Carr Delivery 
and A\sistarK.e. Health Recurves and Serncc* Adminiurition 
TV billowing perwnu have contributed program information foe 
<his report Or Vm>e 1. Huichmi and Mary C Fgan i»l the 
DiMXhW or MjtcmaJ and Child Health. Or Ri*ert C Krcwburg i* 
rhc Indian Health Service. I* Paul J Pto-xli of the National Centsr 
b* Health Stahxikv t)r <li»dlrcy P Oakley. J* . ol the ( enter* Un 
Plscavt: (/onm»t. and l>r Sumnoc J Yaffc nl the Natmnal Imttiute 
H Child Health and Human tfcveltv 1 '*-'" 1 

Tcdfxhcvi request* to l)r Koont/. Km b-2i. Parklawn Bldg . 
sum hishcrx Lane. Rotkville. Md 2mV 

Synops/* 

Awttnng all initial* a heulihv \iari tn life and enhanc- 
ing the hr tilth nl their mother % are goals of the Public 
Health Ser.ue » health prvmolton ami \ltseuse preven 
nan aiitHilne The 1.1 priority objet flirt xelet ted for the 
art^mau \ ami infant health area of the tntlialixe fot ui 
on lowering infant, neonatal, and perinatal mortality 



rate*, reducing the number of law htrih weighl infants, 
improving the health t are of pregnant women and in- 
fants through regionalized perinatal t are xystt'ms and 
t omprehenstve primary t are services, encouraging early 
prenatal care and healths lifestyles in pregmlntw and 
targeting the factors and pnpulclions asMKtaied wtlh 
health risk. 

Although considerable progress hui been mude m this 
century in lowtftng the infant mortality rare, infants 
continue to die at a higher rate ihtln members af any 
other age category under 60 Years, and blut k tnfann die 
at almas I twice the rate of while infants. To hrwer these 
high n uliry rates, the privute. \mbln \ und voluntary 
sector* i ..v cooperutetl in new uppratiche\ la perinatal 
and infant health that have already protluced \ome t'ih 
ctniragtng results Reteiil data, for example, tiltllttile 
that the prtoritv objective of turner \a I ureemrtg of new- 
borns Jor treatable metabolic disorder* ltu\ alreudy been 
achieved and that the target far neonatal and infant 
mortality rales could be reut tied earlier ihun tWti Sub* 
sitintuil challenges, however, lie ahead if the titrrent 
rtinul and ethnic differential* evident w the rale\ for 
prenatal care registration, low- binh w eight babie\. anil 
maternal tunl infant mnriuhty are to be eliminated 



Tin Unhid Sinus has maw- c.kiat aiwanos 
since ihc turn ot the century in improung maternal and 
child health The U S tnfanf mortality rule has declined 
Irom more than UK I infant deaths per 1 .000 live births tn 
thcearlt l**XMo 12 6 per l.OOOtn WXIH/.2) During 
the same period, ihc rate of maternal deaths due to 
complications of pregnancy, ihildhtrth. and the pucr- 
pcrium fell from more than 700 per 100 «X>0 live births to 
V 2 per 100 .1)00. a remarkable decrease 1/ J) 

There t\ increasing recognition that positive health 
hchattor and the avoidance ot hazards ai ihe beginning 
ol hie can lead In lifelong honelits for mothers, children. 
I an j tl tcs. ami the nation Through application of Ihc 
knowledge and technology already available, a large 
proportion o| ihe rnosi hurdcrsome maiernal and child 
hvalih problems van he patented or ameliorated We 
know.. howcu'r. that significant gaps continue lo cxtsi 
between wh.it in known and what is practiced in all 
vcih«r> ot ihc hcjlth iarc system Preventive health care 
vith.'s jnd hcjlih prouhvitun activities *till are not a\ 
.w.».exMblc nor .in broadly used .in they should be 



Because ol these circumstances, pregnancy and infant 
health is I ol the 15 priority areas that have been identi- 
fied fm the Public Health Service's health promotion and 
disease prevention lmtialtve (.*) There are at least 52 
million women of reproductive age tn the United States 
today In WHO. women in this age gnup gave birth to \ ft 
million live and more than .12. (XX) stillborn infants \4 anj 
unpublished data from the National Center for Health 
Staltsttcs) Prenatal care was begun tn the first trimester 
of pregnancy by 79 } percent of the white mothers and 
62 7 percent of the black mothers, hut more than 4MHX) 
mothers received no prenatal care Three hundred 
lhiriy«four women died troin complications nl preg- 
nancy, childbirth, and the puerpenum t2l Ot the * ft 
million intanls Kirn alive in 1<M0. mure than 4S.tHX) 
died before their first birthday, two * urdsnl ihcNC deaths 
incurred during the neonatal period Urom birth up to hut 
nut including the 28th day ot life) l2) 

Major causes of death within the neonatal penod im lude 
congenital anomalies, respiratory distress syndrome, 
short gestation and low birth *erght. and nuiicmal com- 
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plu rtions ol pregnane y Deaths in the postneonatul pe 
runi I from 2X da)s oi lite up to hut not including I year 
ol age I «rc due to congenital anomalies. \uddcn infant 
death \>ndnmK. accidents, and infectious diseases t?.s"j 
Int.inis die at j 1 jr yrcatcr rate than members ol an> other 
age catcgor) up ;o«l years, and the rale lor black inlanls 
is almost twice that tin white infants i2t 

Birth weight i\ a significant predictor of inUnt mor- 
liilil) and morbidity >ui h as developmental . ,a :U)s and 
ionj:enUdl jnoin.ii s Lower birth weights arc associ 
ated with highei n-h In 1«KU. there were "more than 
24J.lioi) birth- weight bahics (less than 2.500 gm». 
ol ahum "mrc thjn •4(l.tXK) were of very low hirth 
weight tlt ^N ihan I .MM) gnu Proportions ol luw-hirth- 
weight infants are higher dihong hlovfvv young teen- 
agers, and women in their forties t*f 1 Smoking cigarettes 
and drinking aUohol during pregnane) contribute sigml- 
icantls to the inudeme »l low birth-weight inlant\ 



Prograaa Toward 1990 Oojectlvea 

Based on identified problems and needs, i * objectives 
wcr? selected as the national priority in the pregnant) 
and mfanl health mil talis e (see boxl Note thai accoup 
pli\hmen( ol these objective*! demands efforts extending 
beyond federally sponsored programs The private sector 
ol medicine and of the other health profession 1 ., business 
and industry, educational institutions, and the public are 
all involved The basic approach is to assist >' ales and 
communities by 

• Helping identify at-risk groups and undcrserved areas 

• Targeting resources and specialized services 

• Increasing professional consultation and technical as- 
sistance 

• hslahttshmg an mlormalion hase through research and 
epidemiologic studies 



1990 Priority Objectives for Pregnancy end 
Infant Health 



Improved health statua 

I H\ ihc njti.indf intjul nmruliu rak uk-Jihs tm jll 

hjhu'. ur !■ ■ 1 u J' '»! 4yvi shuuld be tcdmed 'u nu mure than v 
deaths jvf I imi hw hinhs 

H\ two (ho nctm.njl dejih wic idvjths tuf jtl inl.mis up in 
*H J.iw uMi \hnuKi he redmnl in nn nunc thjn u ^ ikvjths per 
t Ikki luv hinhs 

t H\ 1*1**! iln- t<rin.n.il ik-jih lau shuuld be reduced in nu 
muie thjn s \ t mil 

4 H\ !')**> n«« i"unu jnd no u«.ul .i| i-thnu jjfimp nt ihc 
|mpul.ihiiii le j* hljii Hispjnn Ann-nun Indian i sh«>ukJ 
ha»c .tti inljm mnit.itii\ rare in i-utnn ul l!? deaths no l .ouo 

I Hi hill lis 

s B\ t^K' ihv- iiuum.il niuiijtiU r.iic \hiniUI imi exceed s 
jxm too <kki ti\c h ifu l>ir jn\ n»unt\ ur fur jnv. irthnK p'uup 
le y hldik Hispjnu Ailtenun ludi><ni 

Rtducad risk factora 

h H\ l****n tow r»inh wci>:hJ rsihiev ih.m Mm yrjuiM 
<>h>>ukl iiitiNiiluk' nut nu*t\' lb jii S pcucnl .«! jll liw births 
' M\ IM^ii ih> ^nunu jnd Mii Uvldl "r vlhnu pmup i«l ihv 
r»ipol.iln«n U- f hL-xk Hi^fstnu Amenun Indi.n.i shiniltl 
ti.l\i ,i i .ill ul !»«*% ImiIIi M^-i^hl »n I jiils 'pu-nuUiriU hnin J»wt 
mhjII Iim .t\\ uif ^ni^ w. v -»>."hMiv K-o'- ih.iii Vki j.-jjinsi ihji 
iM»uK »* {Viwiu nt .ill |ii i- hirilu 

H \i\ |^H> iru nidpiiitx ■•! inljniN <>rtniild K'j%e httspitjh in 

i .it uU"H i .unci i 

St» K( I KcUruK. » 



Incraaaed publtc-profaaalonal awaranaaa 

U> X*i rxnoni ol wintH'n ul vlnldKdnne jj;i vh»«uld 

tX.- dhk* In ihiH'M 1 IiHkK Wiscb IsUK' spi'iul nuthlinnjl lu'v'ds 
i>( pn'jindriiX i jnd understand Ihc hj/j|ds of smiikm^' jktihot. 
phjrntjieuiudl piuduils anJ i»*iki drujis dunng prvpnjiKx jnd 
tjitjimn 

tmprovad aarvicaa-prottction 

Hi H> >tnu<itf> jll wnnK-n Jtul mljnls should K s^-rxed 
ji tenets tipprnpriuic tn ihcil need h\ j r-')!ittnjli/cd ^ysieni ul 
prtnur) scn«ndjr> jnd U-nur> i are (ur pfendij) malernjl and 
pi-rinai-'l hi-dlih scrvues 

It H) 1W(I the prupurliiin ul wufiwn in an> v<>uni\ ««i io\tjt 
in i-ihnu gfuup U* f htjvk Hlsp'inu Ann'ricun Indunl uhn 
■ thiain no pn-njut vaiv during Ihc Irrst trmH'sler oi prcynam) 
sh»titd nut i\iiid 10 peneni 

I' U> IVMO. \inuatts jft ncwhurns shuuld fx urevned Uw 
rrtv.-i.ihnlH dtsufvki^ Inr »huh ofkMiw and i'Hh toni tcsis «nd 
in jltiK'nis arc awilahk" u- j- . HM and itmgeniial h^nt« 
ihxruidisito 

i * Hi I WO. xiHUJfl) Jll mfjnK shi*utd K' Jhie In pjitiupjU- 
in pllinaix th'jlth i jiw Ihjt »ni fyik's *eH ihild i.ire ^ruwlh 
d* wkipuk'iU jsn^ nsiik nl innnuni/Jlurn. v, u i'mny diuyfinsis 
and Ifi'dmK'ni Ini i undilinns ro^uicnv sfxnjl v-r\Ul-^ jpprn 
prult vuunsvlifiy rc|.'jrilin^- nurnlinn. ^niumnbik' sjleix Jiki 
pn-xontiun ul itittvr dviidvnts «.uth ^ nuisnnin^s 
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• Improving public and professional education 

• Coordinating (he program* and services /.ovukd by 
(he private, public, and voluntary sector*. 



Table i U S mlani. neonatal, and pottn«anaUl mortaety rale*. 
i960. 1970. and i960 and targeted rata* lor 1900. with p«rc«nt- 
aga dwtnbution o* neonatal and poatneonatei deetha 



YMf »rtd «9* 9*** 



1960 
Intent 
Naonatai 
Postnaonatal 

1970 
infant 
Naonatai 
Postnaonatal 

i960 
infant 
Neonatal 
Postnaonatal 

Tatgaiad 1990 
Hani 
Naonatai 
Postnaonatal 



280 
16 7 
73 



200 
15 1 
49 



120 
85 
4 1 



90 
65 
25 



1000 
71 9 
26 1 



1000 
75 6 
245 



100.0 
67 5 

a?s 



100 0 
722 
27 7 



Tab* 2 Parcenlega reduction m U S miani. neonatal, end pott- 
neonaial monahty rales. 1 900- 70 and 1970-60. wiih targeted 
reduction lor 1960-90 
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'*90-K 


infant 


231 


37 0 


28 6 


Neonatal 


192 


437 


235 


Postneonata) 


329 


183 


sn 0 



In many instances, the activities underway contribute 
to the achievement of more than one objective because 
the objectives are tnteiTtlated Examples of these ac- 
tivities will be presented in the discussion of the progress 
being made toward achievement of t>c IW0 targets for 
each of the objectives for pregnancy ind infant health. 

Improving Prf irwtil HMtth 

Improvement of perinatal health is the goal of the 
objectives pertaining to the reproductive continuum. Ob- 
jectives I. 2. and 3 are aimed at reducing the incidence 
ates of infant, neonatal. and.prrinatal deaths. Data from 
the National Center for Health Statistics (NCHSi reveal a 
declining infant mortality rate and show that recent pro- 
gress has been greater for the neonatal period than for the 
postneonatal period (tabic* I and 2). Data on the trends 
in infant and neonatal mortality indicate that these goats 
may be reached before 1 990. The perinatal mortality rate 
includes events txfore and after birth and ts define*! us 
the number of fetal deaths at 28 or more weeks of 
gestation (late fetal deaths) plus the number or neonatal 
4calhs of infants under 7 days of age per I .(XK1 live births 
plus late fetal deaths. Tahles J and 4 Know that the rate of 
fetal deaths is declining but not as \hurply us the rate of 
deaths of infants under 7 day jf age Because deaths at 
under 7 days of age contribute to both the perinatal and 
ncunulal mortality rates, achieving the target or 5.5 for 
perinatal mortality in 1W0 may be unreahtttc given the 
goal of ft. 5 for the neonatal mortality rate. If. for exam- 
ple. 75 pcaent of the projected rate fi>r neonatal deaths is 
the result of deaths of infants under 7 days of age (a 
conservative estimate from the H2 5 percent in 19X0). the 
rate of deaths of infants under 7 day* of age would be 
opproximarcly 4 0 Improvement in perinatal survival is 
anticipated, hut this estimated rate of deaths al under 7 
days of age would permit a fetal death rate of approx- 
imately O n — *»n unlikely situation given the trends in 
fetal deaths 



Tab* 3 U 3 pennaiai and neonatal mortahty rates, i960. 1970. end 1960. with percentage dwtnbution of perinatal and neonate] deaths 
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Analvscs- ol ihc progress being made in reducing in- 
Ijn) mil neonatal nu»n,ihl> roc 4! (hat changes in mater* 
nal characteristics (shifts in the age pant) distribution) 
explain lc^ than AO percent til the general decline in 
inlaw and neonatal mortality, and the> also shim that 
hirth w eight • spec 1! ic moitalilv rates have improved 
(ft V» I his progress is generall) attributed to adv anccs 
in technology, such as new me thiols instituted in r co- 
natal intensive caic nurseries, use nl spcciali/cd person- 
nel. and rcpiouali/alioii ot perinatal services 

The (faming o| specialized health personnel receives 
high prion!) in the Health Resources and Services Ad- 
mimstiation iHKSA) Pediatricians, mrse-rmdw ivcs, 
and other providers of maternal and new bum health 
services arc trained in programs supported by the 
agency's Bureau ot Health Prole s\ions In the agency's 
Bureau ol Health Cure Delivery and Assistance, selected 
maternal and child health training is luncled thtough Title 
V Maternal and Child Health tMCH) projects of regional 
and national significance Kir instance, multidiscipltnary 
teams leam to care for newborns u ith respiratory drvtres\ 
syndrome and other pulmonary conditions rn eight pedi- 
atric pulmonarv centers at dtflerent locations across the 
country 1 hese centers also serve as referral facilities for 
special services 

Other examples ol specialized perinatal services are 
neonatal intensive c:re units and transport inechanrsms. 
both supported in pan by States' Title V MCH Block 
(irant funds According to (he Association ol Stale and 
Iemiorial Health Officials (ASTHOl. which collects 
dai.t tor use by the Slates through its reporting system, 
nearh 40 percent »•! ihc inlaws admitted to intensive care 
nurseries in WHO were transported Irom other institu- 
tions These data arc encouraging because thev 
indicate a willingness on the part of health care providers 
in less sophisticated lauluics to refer infants to units 
organized to providr highl) specialized care 

Research on perinatal issues continues to he u priority 
ji ihc National Institutes of Health At the National 
Institute ot Child Health and Human IX'velopmcnt. plans 
are in progress to examine the nature, pattern, and tonsc- 

TaWu a Percentage reduction muS We tela' ponnaiai. end 
hebdomadal Mortality uies i960 -70 and 1970-60. wiih is/goted 
reduction <n pennaial mortality rate tor 190O 90 



i«w> to i9><v*» 



I Ate >e<a> 
Per.naiai 
MetxJomadaH 



?i !> 
196 
166 



38 9 
48 b 



IMC- 90 



570 



'Assessing the nation's progress toward 
the establishment of regionalized 
perinatal care is difficult because clearly 
defined measures of the concept and an 
identified mechanism for collecting data 
are Jacking .... The dam on 
obstetrical facilities offer evidence that 
some of the smaller obstetrical units are 
being closed, and these closings 
probably reflect an attempt to improve 
the resources ami skills. ' 



qucnees ol the treatment provided in neonatal intensive 
care nurseries The increasing complexity ot care in 
these intensive care units lollowing the research and 
technological advances ol recent years prompted this 
examination Research fellowships at seven Institutes 
expand research competencies in perinatal health 

11k trends in perinatal mortality indicate (hat more 
nerds to be learned about the fetal portion ol perinatal 
deaths The 1980 National Fetal Mortality Survey, a. 
major research effort of the NCHS. is expected to prov ide 
some at the answers This vital statistics follow back 
survey was based on a 2-w-5 sample of all fetal deaths at 
28 weeks or more of gestation that occurred from Janu* 
ary 19*10 through December WRO and on the mothers, 
physicians, hospitals, and other medical sources associ- 
ated with those letal deaths Data on 6.386 fetal deaths 
were included The survey is expected to provide na- 
tional estimates of the numbers ot letal deaths in relation 
to numerous character is ties that are not available in the 
vital registration data 

Early Prtnatal Cart and Haafthy Lffaatyfai 

By !****>. the proportion ot pregnant women in any 
county or racial or ethnic group who are without prenatal 
care in the first '.rmester ol pregnancy should not exceed 
10 percent (O'.jcchvc 1 11 In WHO. the proportion of late 
registrants for prenatal care was more than twice the 
projected target (table 5) Higher percentages ol the 
non white groups than while groups registered late for 
such care, although there was a trend for black mothers 
to make greater gains in seeking care early than white 
mother*, thus narrowing the racial diflcrcmial Accord 
ing to summary reports ro the Division of Maternal and 
Child Health, the State Maternal and Child Health pro- 
grams m Ohio and Michigan recently conducted surveys 
to determine the current factors associated with late reg- 
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titration lor prenatal care The responses in these surveys 
indicated that some women were unaware of the impar- 
lance ot prenulal care. *hilc other* lacked the financial 
means to obtain it 

Maternal and child hedth services olTcrcd by pro- 
grams ot the Indian Health Service and the Bureau ol* 
Health Care Delivery and Assistance < BHCDA) are de* 
signed to improve, the availability and accessibility of 
Care Hie Indian Health Service woris with tribal health 
departments, private practitioners, and national profes- 
sional organization* tu provide comprehensive MCH 
vcrvn.es Htnpnasis is on the early identification and 
early entrance into care of pregnant women — especially 
pregnant teenagers- and on the ptovtxion of high-risk 
screening and health education 

Among the BHCDA programs providing care to urn 
dcrscrved populations arc Community HcaJlh Centers. 
Migrant Health projects, and ihe National Health Service 
Corps Recent data indi.'ute that during 19X2 the 525 
Community Health Centers and the 127 Migrant Health 
projects served approximately I ..*•&(). IHX) women of 
childheanng age and more than loO.OOU infants The 
National Health Service Corps currently has more than 
MX) obstetricians and lamily practice physicians provid- 
ing care in pregnant women and infants in designated 
Health Manpower Shortage Areas throughout the States 
and Trust Territories An additional 300 obstetricians 
will be. placed in underserved areas between l u K4 end 
IWo. 

Increasing public awareness and promoting healthy 
behavior in pregnant women and women planning to 
become pa*gnunt represent a major thrust in the preven- 
tion imMalivc. For example, cooperative effort* between 
the BHCDA and the National Institute on Alcohol Abuse 
and Alcohol mm and between the BHCDA and the Amer- 
ican L.ung Association huve resulted in the dissemination 
iit prolcssional resource packets on the risks of alcohol 
use and smoking during pregnancy to HRSA-admin- 
isiered health care delivery programs. The newly reused 



HRSA publication "Prenatal Care" also is being circu- 
lated widely to States under the Tu - V program 

The Healthy Mothers-Healthy Bub, * Ca ipaign is a 
public information program conducted by c million of 
more than 6(1 national professional, voluntary, id gov- 
ernmental organizations and agencies To n. tivatc 
women to prole *l their health, the coalition has prc/atcd 
and is distributing a scnes of poster* to more tfym 10.000 
clmiCs and other.scrvicc sites. Targeted lor low-income 
women, these posters present information on nutrition, 
smoking, breast feeding, alcohol and drug use. and the . 
need for prenatal care A fine range of materials for 
radio, television, and community use have been pro* 
duced by the coalition, and efforts arc now underlay to 
promote their u*e through the development ot commu- 
nity-State Healthy Mothers-Healthy Babies Coalition 
Chapters. 

Objective 9 specifically addresses (be need to expand 
the public's knowledge- of nutritional needs in pregnancy 
and of the hazards of smoking and using alcohol while 
pregnant. Baseline data arc unavailable on the public's 
knowledge of these hazards, but in a special survey (hat 
is to be carried out as part of the IVH5 Health Interview 
Survey, the Nalicnal Center for Health Statistics will 
seek information on (he progress toward this objective. 
Preliminary resulls are available from the NCHS WK0 
National Natality Survey, a companion tollowback sur- 
vey to the IV80 National Fetal Mortality Survey de- 
scribed earlier- Based on t probability sample of live 
births in 1V80. the data from 4.4U5 married mother* 
indicated that before pregnancy their smoking and drink- 
ing behavior had resembled that of the general popula- 
tion of women When pregnancy was confirmed, both 
smoking and drinking were reduced, but the reduction in 
maternal drinking was more pronounced than the reduc- 
tion in maternal smoking (//). These results suggest that 
women arc becoming aware of the health risks in preg- 
nancy and are altering their habit* to reduce (hem 



Tabio 5 Percentage ot U S *omen tn venous eihroc group) receneng no prenatal cart dunng firs! irtmesier ol pregnancy. 1970. 1 976. 

and i960, with percentage reductions tn these percentages realized 1970-60 and targeted lor 1900-90 o 
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Rtulonallitd Paranatal Syatama 

Besides obtaining early prenatal care, all mothers and 
their newborns should receive the care appropriate for 
their health nsks Ihrouyh a regionalized perinatal care 
system tOhieuivc 10) A strung private sector-public 
partnership is working Hi set up regionalized perinatal 
i are systems Representatives of the American College 
ol Obsichiuans and Gynecologists, American Academy 
ol Pedutiics. American Academy of Family Physicians, 
and the American Med" al Association, assisted by rep* 
rcentatises of ine March of Dimes, und consultants 
from Federal. State, and local maternal and child health 
progiams. published recommendations for organizing 
such a system in l**7h i/J) Alter carvtul reassessment of 
those recommendation based upon the experience of the 
past 5 years, j Jollowup u«Kumcnt. "Guidelines for 
Perinatal Care." was published in I WO by the American 
Aiademy of Pediatrics and the American College of 
Obstetricians and Gynecologists m conjunction wiih the 
March of Dimes l /<i Thvs document upholds the princi- 
ple ot vegionahzatioti ol perinatal care, identifies the 
resources needed for a three lesel system, and provides 
updated recoHHiiendations tor the management of normal 
ami high risk patients 

Meatiwh.le under the Title V MCH program, funds for 
special protects are targeted to States with c icessivc 
rates ol infant mortality and adolescent pregnancy, to 
assist these Mates in establishing regionalized perinatal 
care ss steins Known as Improved Pregnancy Outcome 
i UK) i piojevts. they are turrently tunded in 24 States, 
their jitmitcs are being integrated with the MCH Serv- 
ices BlovV dram programs In progress reports submit- 
ted h> these iPO projects, a variety of private public 
sector acimttcs are described, such as the formation ol 
permaf.it advisory groups tor quality assurance, the ap- 
pointmeni ot konsultaiion (earns to transmit knowledge 
to mcdu.il care prosiders beyond tertiar\ units, and the 
implementation ol data sysrems to assess ami evaluate 
needs 

Information provided m the hna! progress report troni 
the South Dakota IK) project illustrates the project's 
iiiipaii ui thai Slate Among, the results listed in the 
report .ire < * ' i j highly sophisticated neonatal intensisc 
eare unit ihi live hospitals ar the intermediate level, It ) 
the prescihe at the mosi sophistuated center ol a spe- 
ciali/ed professional stall that provides direct services as 
welt as loiisuitaiion and education throughout the State, 
jnd ii/i lhe presence ot health personnel with advanced 
training in the lollow ip care and the developmental 
assessment ol infants and young children in each of the 
toui distrnis ol the Slate None of these services were 
available in Souih Dakota helorc the IPO program 
Moteoscr. most ol the perinatal services initiated under 



the IPO Project are now sustained by the private sector, 
while the State underwrites certain limited perinatal serv 
ice* using MCH funds The Soulh Dakota data show that 
by the end of the IPO Project, the neonatal mortality rate 
for both white and Native American infants had de- 
creased, the number of women who began prenatal care 
in the first trimester of pregnancy was greater, and the 
percentage of neonates in the intensive care unit who had 
been born there, rather than being transported there alter 
birth, had increased. 

Assessing lhe nation's progress toward the establish- 
ment of regionalized perinatal care is difficult, because 
clearly defined measures of the concept and an identified 
mechanism for collecting data are lacking Indications of 
progress must be derived from a mi* of information. The 
data on obstetrical facilities offer evidence that some of 
the smaller obsieirica! units arc being closed, and these 
closings probably reflect an attempt to improve the use 
of resources and skills (M) Statistics from Alabama, for 
example, reveal that the percentage of newborns weigh- 
ing less than 1 .MX) gm who were delivered at the peri- 
natal center, rather than being taken there later, in- 
creased from H percent in 1970 to 60 percent in 1^X0 
(personal communication from Dr. Robert Goldenberg. 
Department of Obstetrics and Gynecology. University of 
Alahamc at Birmingham) This increase indicated (Gold- 
enberg stated! that pregnant wonwn in Alabama who arc 
at high risk are being transported to a regional center, 
where planned high-risk births arc taking place Reports 
from State m-lcrnal and child health programs provide 
general descriptions of pcrinalal services and the process 
involved in the regionali/atton of these services In cur 
rent research and in other studies supported with Title V 
funds, various aspects and measures ot the movement 
toward rcgionaluation of perinatal care are being ex- 
plored An attempt is b*ing made, in one such study, to 
identify the changes in Slate MCH programs that have 
occurred coincidentally with implementation of the IPO 
program, and in another, to investigate the factors that 
contribute to achievement of 'he goals of regionalized 
perinatal systems The results »f these studies arc to he 
reviewed jointly by Division of Maternal and Child 
Health staff members and representatives of prolcssmnal 
organizations, so that recommendations can be drawn up 
for future activities 

Hlgh-Rltk Mothara and Infants 

High-risk mothers and infants are a high priori!) in the 
health promotion and disease prevention initiative, and 
specific goals have been established for «l-n*k ethnic 
and racial groups and for small geographic areas Target- 
ing the women at risk should help loivcr the maternal 
mortality rate (Objective 5) In I WO (according to un- 
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published data from the National Center for Health Sta- 
tistics. Division of Vita) Statistics), (he maternal mor- 
tality rare per 100.000 live births was 6.7 for whites. 
21.5 fur black*, and 8.2 for American Indians. Major 
causes uf maternal deaths continue to be toxemia, sepsis, 
and hemorrhage The Centers for Disease Control (CDC) 
conducts epidemiologic surveillance of pregnancy -re- 
lated deaths to assess their prcventability. An overview 
of mdLmal deaths in the United States from 1974 to 
1978 is in preparation, and the results of further analyses 
by CDC of selected causes of death, such as toxemia and 
abruptio placentae, will be reported. For now. it is not 
clear whether the projected goal (Objective 5) can be 
achieved among the no n white subgroups. Meanwhile 
consideration should be given to revising this objective 
so as to direct it more to specific racial groups. Also, the 
reference tu county rates (which present statistical prob- 
lems because they are often based on such a small 
number uf events) should be deleted. 

Objective 4 projects that infant mortality rates specific 
for counties or racial or ethnic groups will not exceed 12 
deaths per 1 ,000 live births. Data in figure 1 indicate that 
ihe white suhgroup has already exceeded this goal and. 
also, that American Indians should be able to achieve 
rates under 12 sooner than 1990. On me other hand, the 
decrease m mortality rates that is to be achieved for black 
infants between 1980 and 1990 (43.9 percent) is' greater 
ihan the entire decrease in the previous decade (34.4 
percent) Collection of mortality data on Hispanics has 
recently been instituted by the National Center for Health 
Statistics, but data are not yet available. 

Overall, the proportion of low- birth -weight babies is 
expected to decrease to 5 percent of total live births 
(Objective 6). whereas the goal for subgroups is set at 9 

Figure 1 Infant mortality ratal by race or •tnnie group. 
United States. 1900-80 

. ~- 

Dtalha ptr 1.000 Irva birtha 




0 J 1 ^ 1 1 ( 

1900 1966 1970 i97S tOJftJ 

. . y ~ . . i 

m rum mm* rm* m 



percent (Objective 7). In 1980. the proportion of Inw- 
birth-weight infants was6.H percent (4) Rates for white. 
Hispanic, and American Indian infants were well under 
the target, but the rate tor black infants was almost twice 
that for the other subgrouJs / 7fig. 2? Low-birth-weight 
rates have declined by relatively small .'mounts since 
I960. Therefore attainment of an overall nv of 5 per- 
cent by 1990 may not be feasible, ulthough tht current 
surge of efforts to find and implement clinical nvihods 
tu prevent preterm labor may help improve this ra.e 

It is evident that substantial progress will have u be 
made if the objectives pertaining to high-risk mohers 
and infants are to be reached Varied activities, under- 
way or planned, focus on high-risk women and children. 
For example, the migrant health program of the Bureau 
of Health Care Delivery and Assistance supports five 
perinatal centers in Texas, Florida, and Orego i. whose 
purpose is tu improve accessibility to care Th.sc centers 
offer full-cycle maternity care to migran 1 women in 
California, the health officers associate initiated a 3- 
year Border Maternity Health Ca\- Project in October 
1983. as a special program ot regional and national 
significance funded T.iic V. The project is designed 
to improve hirth outcomes for Hispanic- sumamed low- 
income women through the coordination of resources, 
the collaboration of public health providers near the 
California-Mexico border, and tbe production and dis- 
tribution of guidelines for the management of care as 
well as a resource directory and health education mate- 
rials. 

Numerous efforts have be n directed at reducing the 
incidence of low birth weight because prevention of its 
occurrence will markedly reduce infant mortality and 
long-term morbidity. North Carolina has implemented a 

Flour* 2. Low-toirtn-walghi infanta by raca or athmc group, 
Uniteo States. 1960-60 
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Vycar plan to decrease the incidence of low birih 
weight Adapting an approach used by invest igstorv in 
California (M./ft). the North Carolina Department of 
Human Resources, in cooperation with the private sector 
and acadcmia. launched this effort in iune 1983 with in 
educational campaign 

The National Inshiuic for Child Health and Human 
Development lias put con side rah le research emphasis on 
low birth weight and preterm labor At a conference in 
Juno V scientists reviewed the current knowledge of 
intrauterine growth reiatdution and recomrherded dircc* 
lions lor future research in this area. Additionally , plans 
are in effect for a clinical trial of the prevention of 
prematurity by the detection and treatment of gestational 
genitourinary infections. The mechanism and the hor- 
monal factor* that are responsible for initiating labor will 
he considered, as well as mcihods for safely arresting 
premature labor 

Protecting Infant Htaith 

Ueyond ihc perinatal period, the priorities established 
relate to reducing risk factors, improving services, and 
protecting in f ant heahh The screening of newborns for 
treatable metabolic disorders should be universal (Objco 
tivc 1 2) Current data indicate that this objective has been 
achieved Through MCH Services Block Grant funds, all 
States are providing screening and followup of newborns 
and trcutment for PKU (phenylketonuria) and congenital 
hypothyrodism (table 6) The available information on 
the number of newborns screened includes data collected 
in regional newborn screening programs and dab col- 
lectcd from State MCH programs under the ASTHO 
Reporting System (table 7) If allowance is made for 
neonatal deaths that occurred before collection of the 
screening samples and for the refusals by some parcnis to 
permit screening tests of their newborn's, approximately 
»JU percent of the hvc.hom infants who>e births arc 
reported to vital statistics offices are screened for these 
two conditions 

A significant aspect of this preventive screening is its 
cost'Cffcctivencss Reports from screening programs 
provide ongoing documentation For example, the Colo* 
rado Department of Health, which operates a regional 
newborn screening program for three States and screens 
each newborn blood sample for six condition*, estimates 
thai $7 90 is saved for each dollar spent (17) The Stale 
of Washington, which conducts a screening p\ngram for 
congenital hypothyroidism and phenylketonuria, has cal- 
culated that the cost of screening for these conditions, of 
identifying one infant with one of them, and of providing 
thai infant with lifetime treatment is $17,439; if. how- 
ever, the screening and treatment were not earned oui. 
the ci i »nuld he S 207 ,67 \ (a ratio of uv in g- benefit to 
cost tn II to I) ilH) 



Assuring comprehensive primary health care for all 
infants also is a 1990 goal (Objective 13). Definitive data 
arc not available on the progress made so lar toward this 
goal and would be difficult to obtain because of the 
multiplicity of care providers and of services. The pri- 
vate sector of medicine continues to provide pnmarj 
cart to the majority of the nation's infants under the 
standards of care of the American Academy of Pediatrics 
and other professional organizations. Programs admin- 
istered by the Health Resources and Services Admin- 
istration such as Indian Health. Maternal and Child 
Health, and Primary Care, assist States, communities, 
and special populations in the development and support 
of comprehensive primary care services for infants and 
children The infants and children in undcrscrved popu- 
lations are among those cared for by these services A 
joint qoal of BHCDA and the Health Care Financing 
Administration is to improve the coordination between 
health service programs and the health financing system 
in order to help low-income families obtain health care 
for their children. 

Among the activities directed at providing comprehen- 
sive services for infants and children, particular attention 



TaWe 6 Number of States wtth mandate) and voluntary pro- 
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has been devoted to accident and injuty prevention. 
Under an initiative of the Division of Material and Child 
Health, the guidance and technical assistance needed for 
establishing a program of injury prevention in infancy 
and childhood has been obtained from a broad spectrum 
of cspcrts in the private and voluntary sectors as well as 
in Federal. State, and local governments As part of thts 
national effort, three projects on childhood injury pre- 
vention were begun in California. Massachusetts, and 
Virginia, with the support of Title V funds for special 
projects ot regional and national .significance. These 
projects have Ut) provided a significant epidemiologic 
data have on childhood injuries: in) conducted model 
community based injury prevention programs; and (r) 
contributed materials both for a nationwide The Injury 
Prevention Program ITIPP) launched by the \merican 
Academy of Pediatrics and for an ••Administrative 
Guide for Stute Maternal and Child Health (Title V) 
Programs: Developing Childhood Injury Prevention Pro- 
grams" distributed by the Division of Maternal io>J 
Child Health Many Slate health agencies, as well as 
practicing physicians and other health care providers, 
have used these data and the guidance and educational 
materials produced in these demonstration projects to 
assist them in setting up State and local childhood injury 
prevention programs. 

In the realm of accident and injury protection, another 
thrust is tt> mandate the use of restraints in vehicles for 
infants and children (Objective 8) The Center for En- 
vironmental Health. Centers for Disease Control, sup- 
pnn* demonstration programs designed to stimulate in- 
creased use of v s:hild restraints through community 
education and encouraging the expansion of child-re- 
straint loon programs, including those to ensure the safe 
transport ol newborns trom hospitals. The American 
Academy of Pediatrics and the Department of Transpor- 
tation also have sponsored a public awareness campaign. 
-First Ride/A Safe Ride ** The National Highway Traf- 
fic Safety Administration. Department of Transporta- 
tion, has reported that as of September 1983. 40 Slates 
and the District of Columbia had laws mandating use of 
such restraints for infants and toddlers. Of the remaining 
States, child restraint legislation had been introduced in 
all mil two {personal communication from Office of 
Occupant Protection. National Highway Traffic Safety 
Administration. Department of Transportation. Wash- 
ington. D C ) 

This review has touched on only a few of the cf foils 
underway to achieve the goals set up for pregnancy and 
infam bealih It is apparent that assuring optimal health 
for the nation's mothers ami infants will remain a chal- 
lenge tor ihe yrars ahead Clear 1 # progress is being 
made, but more time will be needed before tts exact 
extent is known 
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RECEIVED 



Dear Mr. Chair mans 



I was pleased to have the opportunity to testify last month before you and members 
of the Energy and Commerce Subcommittees ori Health and Oversight on the topic 
of Medicaid coverage of pregnant women and children. This letter supplies a 
portion of the materials for the hearing record which you requested from me on 
April 5. The remaining answers will be submitted by close of business Friday) 
April 20. I hope this Information will answer your concerns. 

l*Q. In response to a question by Mr. Slkorskl on the avallabllty of prenatal care 
services to Medlcald-ellglbie women, you responded that "using the 
combination of services from the two profile groups. It appears there is 
overall adequacy within states. There may be geographic areas within the 
states that might have some access problems'*. You agreed to check data 
available to your agency on the extent to which there were or were not 
gaps. Please respond to the following questions and include the data on 
which you base the answer* 

a. What do the data show with regard to gaps in services available to 
Medicaid women in need of prenatal services? 

b. If data do not exist or are insufficient to determine where gaps exist 
and to specify the nature of the services needed, please describe these 
deficiencies and proposals from your agency and the Public Health 
Service (PHS) to remedy them. 

c. What were you referring to when you said (In the previously mentioned 
statement) "combination of services from the two profile groups"? 
What "combination of services" and what are the "two profile groups"? 

A. The "combination of services" and "two profile groups" In my testimony 
referred to physicians' and nurse-mldwlfe services provided by these two 
specific groups of health specialists. 

The Health Care Financing Administration (HCFA) cannot »t the present 
time determine the extent of the difficulties that Medlcald-ellglbie women 
experience with access to prenatal care. Thli is because data on Medicaid 
eligible* and services is not reported by specific diagnosis. For example, 
Medicaid expenditures for "physicians' services'* or "Inpatient hospital 
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services" can be enumerated; howt .e, t treatment costs by Individual 
diagnosis (e*, prenatal care) or by specialty (e*., obstetrical services) 
within a general category of service cannot be disaggregated. 

The level of detail which is needed to answer these questions on a 
nationwide basis would be very costly and burdensome for the states to 
produce. Indeed, In the past, the National Governors 1 Assoc atlon has asked 
us to provide the states relief from such expensive and detailed data 
requirements. 

However, In the near future, we will have available a new data bate that 
will provide more detailed claims Information on recipients Inflected 
states. A HCFA-funded project Is now being conducted by SysteMetrlcs, 

bcTwhlch will collect and analyze person-level data on Medicaid 

enrollment, claims (including diagnostic data), ^J^^rll^^^l 
recipients In the states of New York, CaUfomla, MU*igan, T ?^ m ^' 
Georgia. These states represent approximately *0 percent of total Med»^ d 
expenditures. We expect that such detailed clajms Information, which was 
never available to us before In computer tape form, will help us analyze 
service delivery In these states. 

For the aeneral Medicaid population, several studies funded by HCFA have shown 
that; 

o The majority of recipients are satisfied with the medical care they 
receive \ 

o Despite problems of nonavailability of physicians In some geographic 
areas, most recipients are able to see a physician when needed j and 

o Physician participation levels vary by state and depend on a number of 
factors, Including reimbursement rates, administrative paperwork, 
scope of benefit package and eligibility criteria, and timeliness of 
claims processing. 

For the Information of the Subcommittees, these specific studies and their findings 
are described in Exhibit A. 

In the future, additional HCFA-funded research on physician P^cipatlon In the 
Medicaid program will be conducted through a joint contractwlth the National 
pinion Research Center and Health Economics Re*"ch. ^2S5^tta in 
s£dy is to update 1981 research on factors that affect P^slclan participation in 
the programT We anticipate that data from this survey will aid in the 
o^termlwtlonof the net Impact of such factors as growing physician supply and 
new f Dii^slfcelatedTroup (DRG) payments on overall physician participation 
and in t4 a^ment of differential specialty and regional participation rates on 
access to care. Final results are due In 3une 1985. 
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The Health Care Financing Administration Is also beginning a major data collection 
effort on overall provider participation, Including physician participation) In the 
Med lea Id" program. A new report on provider participation In the Medicaid program 
Is to be prepared by each State Medicaid agency for annual submission to HCFA, 
beginning on April 15, 198V. 

The provider participation report will provide basic nationwide Information on the 
participation of varloui health care provider groups In the Medicaid program. The 
.report will request the number of providers by type (e«g,» general hospital or 
physician) who were reimbursed by the State Medicaid agency In the calendar year. 
For each provider type, the number reimbursed will be distributed across specified 
dollar intervals based on payments to each provider* 

The data in the report will be used by HCFA: 

o To better understand the current service delivery system In each state} 

o To monitor the effects of Federal and state program changes on ° 
participation rates of various provider groups^ and 

o To respond to Congressional and public Inquiries concerning the number 
of participating providers* 

Data from the report will be available In July 1984, for the Calendar Year 1983. 

3vQ. What number and proportions of women and children In poverty are not 
covered by Medicaid at present, and for each year that you have been 
Administrator of HCFA? (Because these will be estimates, please show the . 
hasls for your calculations and identify the poverty standards usedO 

A. The data that you request have been taken from the National Medical Care 
:Utillzation and Expenditure Survey (NMCUES) which Is cosponsored by 
HCFA and the National Center for Health Statistics, PHS. The survey was 
used tocnllect detailed soclodemographlc, health status, health Insurance, 
and health care payment data for 1980 that were not available from either 
the Medicare or Medicaid administrative record systems. These numbers 
were obtained from a randomly selected national household sample of the 
civilian non institutionalized population. Because the survey collected 
information for only 1980, we cannot provide similar data for subsequent 
years. 

Medicaid Coverage of Women and Children In Poverty* (1980) 
(in millions) 

Medicaid Non-Medicaid 
Total m.mber Percent Percent 

in povrrty Number . of tot al Number of total 

Women 

(age 18-00) 5.1 2.6 51 .0 2.5 09.0 

Children 

(age 0-17) 9.* 5.2 55.3 0.2 00.7 

•Level of poverty as designated by the U.S. Census Bureau 
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Vou referred to . INS Urb^n ggSSSS& 
provide the full citation end a Copy 'ct I It. Alio, u you h, ve 

teas sttssssscssi* 

specify. 

A . a copy ol the study can be W at Ex Ublt B. A brief summary of IU 

f lndlnis can be found at Exhibit A . 
UJQ. Ple«e provide the data for 1982 and 1983 showing. 

o The number of families eUgib.e for Medicaid each year indicating the 
magnitude of the Increase or reduction) 

. i rhiidbearlni age enrolled In the Medicaid 

reduction) 

o The number of children eUglble lor Medicaid each year Indicating the 

magnitude of the Increase or reduction) and 
o The number of children enrolled In the Medicaid program each year 
J^ttogth. magnitude of the Increase or reduction. 
A. AHtHedatatl-tyou^tU^ 

% ^££%* 5SS S. — number of recipients by type 
of recipient (In thousands), 

FY $2 FY >3 

AFDC Children 

Other Children J"! «^ 

AFDC Adults 

amended final reports are received from states. 

, hope this mater.,1 wll. fulfill the ^^^J^""^ 
members. We will supply you soon with the remaining ans 

Sincerely yours. 



CerolyneK. Davis, Ph^. 
Enclosures 
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HCFA-Funded Research on Physician Participation In the Medicaid Program 

T he Eff#«*t of Reimbursement Arrangements on Physicians' Sarvice s and 
In comes ^orn_M^i C y e and Medicaid . The Urban Institute »/83. (Summary 
at enclosure Exhibit BJ. 

Examined the effects on physician participation In the California Medl-Cal 
program of a physician reimbursement freeze In 197^-76 and an Increase In 
primary physician rates In 1976-7$, 

Pertinent findings Include? 

o Despite controls, rates of physician participation and provision of Medi- 
Cal services increased for most specialties. This could have occurred 
because of an Increase In physician supply In Callfornlai and 

o Increases In fees had the e&ect of Increasing further the number of 
participating physicians. 

Variations by State in Physician Participation In Me dicaid Programs. 
American Academy of Pediatrics 10/82 . 

Examined state variations In pediatric participation In 13 Medicaid states. 
Pertinent findings Include? 

o Eighty-five percent of pediatricians participate In Medicaid; 

o Physicians 1 participation Is influenced by the demand for both Medicaid 
and non-Medlcaid services and the supply of health care resources; and 

o More physicians participate In states with higher reimbursement levels, 
quicker claims payments, Jess restrictions on coverage, fewer 
requirements for prior authorization, fewer fluctuations In eligibility, 
and generally less restrictive policies. 

P hysician Participation In Pyhllc Program s. Center for Health Economics 
Research 9/81 . Conducted multivariate statistical analysis of Medicare and 
Medicaid program characteristics which affect physician entry and level of 
participation in these two public programs. 

Pertinent findings include? 

o A 10 percent increase In Medicaid fees raises physician participation * 
percent. Higher third party payments, eg* Blue Shield, will reduce 
participation in the public programs} 
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o Imposition by states oi utilisation limits and prior authorization for 
payment lowers participation, especially for specialists} 

o Quick claims payment encourages physician participation! and 

o Physician participation Is higher In states offering broader eligibility 
coverage. 

Availability of Physician &» -v^»t to Medlcjjd Beneficiaries. S^YlS 
Delivery Assessment. Department of Health and Human Services, Offlceoj 
the Inspector General. I/I0 » 

Survey of recipients and providers In 10 states to assess whether Medicaid 
clients have adequate access to physicians' services and to obtain 
Information from participating and nonpartlclpatlng physicians regarding 
their experiences with and attitudes toward the Medicaid program and Its 
beneficiaries. 

Pertinent findings lncludet 

o Ninety-six percent of Medicaid clients say they are satisfied with the 
medical care they receive. Most clients (7& percent) believe that the 
quality of care they receive is about the same or somewhat better than 
the care afforded private pay patlentsi 

o Medicaid clients compare favorably with non-Medlcaid low and upper 
Income clients in terms of physician accessibility- They visit doctors 
more frequently and are scheduled for appointments more promptly 
than either of these comparison groups} 

o Despite problems of nonavailability of physicians in some geographic 
areas, most client* are able to see a physician when needed, although 
not always a private office-based physician} and 

o Clients report very few refusals or discouragements in seeking care . 
Six percent say they have been refused ca-e because of their Medicaid 
status, and 6 percent say doctors 1 staff have discouraged <h*m from 
making an appointment. 
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Thi Effects of Htlmburitmtnt Arrangement* 
on Physicians* Services and Incomes 
frcn Medicare and Medicaid 

A suwnry of the Final Report of Health Care Financing Administration 
Grant No. 18-P-9700B/3. The statements, dita. and findings contained In 
this paper do not express any official opinion of or endorsement by the 
Health Care Financing Administration or The Urban Institute. 

Study Object ives 

The objectives of this study were to analyze physician responses 1n 
California to four Important reimbursement policies established by or 
iff^tlng Medicare and Medicaid. In Medicare, two policies were 
examined', the controls Imposed durlngthe 1972-74 Economic Stabilisation 
Program and the Economic Index Introduced on July 1» 1975* The concern 
was whether and to what extent physicians responded by changing service 
delivery patterns, accepting assignment of claims, etc. In Medicaid, 
physician response to a freeze on fees In California between 1974 and 
1976 was analyzed. This was of particular Interest because severe fee 
controls are I rather common practice of many Medicaid programs, 
especially those In large urbanized States. The California Medicaid 
orogram also raised fees 1n September 1976 1n a way that provided 
significant Incentives for primary care physicians to Increase 
participation 1n the program. Since It 1s rure to find a natural 
"experiment. - that tests the effect of a change 1n relative prices facing 
physicians, this second Medicaid policy Initiative was also of great 
Interest. 

I! . Program Background 
A. Medicare Reimbursement 

Medicare reimbursement Is based on a system of reasonable, customary, and 
prevailing charges, A customary change Is the physld an' *,med1 an charge 
fo r a given procedure 1n the calendar year preceding the current fee 
screen year. The preva1Un§ charge 1s the 7Sth percentile of median 
charges weighted by number of services for physUlans in a geographic 
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area for the prior calendar year. Thp reasonable charge 1s the lowest 
of the customary, prevailing, «nd actual billed amount. 



the reasonable charge after an annual deductible. Phystdans may provTSe 
Medicare services on either an assigned or nona$slgned basis. If a 
physician accepts assignment on a given claim, he agrees to accept the 
reasonable charge as payment Irrfull. The physician submits the bill 
directly to the Medicare carrier and bills the pellentfor the 20 percent 
coinsurance amount plus any unpaid deductible. If the physician refuses 
assignment, he bills only the patient, The patient must then pay the 
bill 'n full and recover from Medicare the amount equal to 80 percent of 
the reasonable charge less any unpaid deductible. 



The State of California buys Medicare Part B coverage for Its aged 
Medicaid recipients, Physicians are required to accept assignment on 
services provided to aged Medicaid patients. Services to joint 
Medicare/Medlcaid recipients are therefore rtftrrtC to as mandatory 
assigned services. In such Instances, the physician bills the Medicaid 
program for the coinsurance and deductible rather than billing the 
patient. 

While the customary, prevailing, and reasonable charge (CPR) methodology 
was In for^e at the time of this study, the Imposition of fee contrV 
during the Economic Stabilisation Program (ESP) caused the determination 
of reasonable charges to diverge from the stated methodology. The price 
controls under ESP permitted reasonable charges to increase by only a 
fraction of what their Increase would have bee* using the CPR 
methodology. Because the controls o* Medicare >'ees were stricter than 
those placed on private prices, the divergence between Medicare 
reasonable* and private pHcts increased during the control years. The 

1 For enable, custody and prevailing charge? for J^ly 1, 197^, to 
June 30, 1975, are based on actual changes 1n calendar year ] 973. 
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control! were lifted In 1974. However, reasonable charges for fee screen 
year* 1974 and 1975 were based on actual charge data from calendar jean 
1972 and 1973. Therefore, the Increase 1n reasonable charges 1n the 2 
years after controls was Halted because the controls were effective In 
restraining private price. 

In 197$, the CPR methodology for determining reasonable charges was 
legislatively altered when Medicare placed limits on the rate of Increase 
1n prevailing fees. Prevailing fees ere not permitted to Increase by 
more than the rite of the Medicare Economic Index, The Index is a 
composite of changes 1n the general earnings levels jf workers 
atWbuwMe to factors other than Increases 1n their productivity and 
Ganges 1n expenses of the kind Incurred by physicians In office 
practice. This constraint on prevailing charges was Included 1n the 1972 
Social Security Anendments but «as not Implemented until fee screen year 
1976 because of Ue ESP. Assuming physicians generally exhibit rates of 
price Increase *hat are 1n excess of the Economic Index, the result of 
the Index over- time may be to create a de facto fee schedule 1n the 
Medicare assignment market. The resulting Increased divergence between 
private price and Medicare reasonable fees may make the Medicare market 
•le<s attractive lo physicians and reduce their willingness to participate 
. 1n the program. 

B. Medicaid Reimbursement 

The Medicaid portion of this ttu6y explores the consequences of controls 
on physiden fees by State Medicaid programs. Data from California for 
the period 1974-7B are analyied. During the first part of this period, 
1974-76, physician fees were froien by the State. Fees during this 
period were based on a usual, customary, and reasonable change system 
employing 1968 charoes with only a 2.6 percent Increase permitted 1n 
1972. In September 1976, California changed Us reimbursement system to 
a uniform Statewide schedule. The State determined the average rates It 
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was plying for each procedure, thus eliminating ill tnterphysldan 
differences 1n fees, It then applied rate Increases to each procedure. 
On the average, the new schedule reflected a 30-percent Increase for 
maternity care services, a W-percent Increase for primary care services 
and a 65*percent Increase for anesthesia services, AH other services 
received en Increase of 9.5 percent. Thus, fees were not only Increased 
but relative fees were ■twisted" 1n favor of particular procedures end 1n 
favor of physicians more likely to provide those services, Following 
this one-time fee Increase 1n 1976, reimbursement rates {with one 
exception) remained constant for the remainder of the study period. The 
exception was a 7.7 percent Increase 1n pathology fees 1n 1977, " 

Control and manipulation of fees have become Important policy tools 
employed by State programs 1n their efforts to control Medicaid costi. 
Because of the complexity of Medicaid law and regulations, States' 
choices of policies to control cost escalation are limited, Physician 
payment policy, however, 1s a matter of considerable State discretion and 
States have responded with substantial control over rates, Thus, the 
California policy 1s far from atypical, States such as New .York, 
Massachusetts, Pennsylvania, Connecticut, Illinois, Ohio, and New Jersey 
have kept Medicaid fees either constant for long periods of time or well 
below those paid by other Insurers, 

111. Findings 

This report consists of seven separate studies. Each uses a cwmon data 
. base derivid from physicians claims data provided to The Urban Institute 
by Blue Shield of California and the Occidental Insurance Company. The 
data consists of all Medicare and Medicaid claims submitted during the 
same 3-nonth period over a 7-year period, 1972-78, by 5,000 solo practice 
physicians and more than 350 groups, 
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The first itucty, "Price Control!, Physic 1m Fees, Output, end Revenue 
from Public Medical Programs: Evidence from Five Specialists," eKimlned 
the responses to fee controls under the Economic StabiUlltlon Program 
(ESP) of Orthopedic surgeons, opth«1molog1sts, radiologists, 
anesthesiologists, ind psychiatrists. The study found that physicians 
provided more services and were less likely to accept assignment; as a 
result, the percentage Increase in Medicare payments to physicians was 
considerably more than ESP's allowed percentage Increase in fees* 

The second study, H The Medicare Assignment Rates of Physicians: Their 
Responses to Changes 1n Reimbursement Policy,* examined how assignment 
rates of physicians responded to Medicare fee changes* The study 
concludes that assignment rates will Increase 1f Medicare rates rise' 
relative to private market rates, Although assignment rates are very 
responsive to Medicare rates, they also respond to changes 1n private 
market prices which are increasing simultaneously. The authors contend 
that upward adjustments in Medicare rates are partially responsible for 
the increase 1n private rites. The net result would be that Increases 1n 
Medicare reimbursement rates would have little effect on assignment rates 
-so long as private charges are not controlled. At the same time, 
however, control over Medicare rates without comparable controls over 
private rates would reduce assignment rates and shift some of the 
financial burden to beneficiaries, • 

The third study, "An Analysis of Changes In Physicians 1 Medicare 
Revenues," examined changes in physicians services 1 and revenues before 
and after the Introduction of the Economic Index. The study found that 
the Index only had a significantly constraining effect on Medicare rates 
1n Its first year. There was also a reduction 1n physician participation 
in Medicare, a shift fror assigned to nonasslgned billing and an Increase 
1n patient financial burden. 

The fourth study, "Medicaid Fee Cont r ols and Physician Behavior: 
Preliminary Evidence frorr California," examined physician pa-ticipatior. 
1n Medicaid during two very different periods: 1974-76 when fees were 
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frozen at the lime time that private rites were climbing rapidly, md 
1976-78 when California Increased ftes by an average of 20 percent, with 
greater percentage Increases for primary cart services and waller 
percentage Increases for surgery, radiology, and pathology. The study 
found that despite the controls, participation rates and services per 
participating physician Increased for most specialties. Consequently, H 
1s likely that ever low Medicaid rates exceeded the marginal costs of 
providing services, at leatt for many physicians, This could have 
occurred because the increasing supply of physicians made Medicaid 
patients more attractive. After the fee schedule Increase, primary care 
physicians markedly Increased the number of patients they treated. 

The fifth study, "The Effects of Medicaid and Private Fees on Physician 
Participation in California 1 ! Medicaid Program, 1974*78, ■ provided 
further analy*1* of the same data. The central Issue was whether other 
factor such as changes 1-n eligibility, the supply of physicians, wage 
costs, etc., were responsible for the effects observed in the previous 
study. The results confirmed that Increases 1n Medicaid fees had major 
effects on the supply of services provided to Medicaid patients. The 
effect again was primarily on the number of patients seen per 
participating physician, The study also found that x wh11e the one-time 
Medicaid fee Increase had substantial effects, the continued Increases in 
private fees eventually more than offset the Medicaid fee change. The 
Increasing supply of physicians was also found to Increase the 
willingness of physicians to provide services to Medicaid patients. 

The sixth study* "The Provision of Medicaid Services by Group 
Physicians," analyzed data on group practice physicians to see 1f they 
responded to Medicaid fee policies in the sa*e way as solo 
practitioners. The study demonstrated that group physicians responded 1n 
the same directions but even more strongly than solo practice 
physicians. Participation rites and the number of patients pe~ group 
Increased by greater percentages than those observed 1n the sol^ practice 
study. ■ 

The final study, "A Comparison of Practice Patterns of New and 
Established Physicians: California, 1978, u compared new and established 
physicians to test for differences in charge levels, public program 
participation, and service delivery patterns. The study found that new 
physicians had higher charges and were less likely to participate 1n 
either Medicare or Medicaid than established physicians. Those new 
physicians who did participate 1n Medicaid had heavier patient loads than 
established physicians, while the opposite pattern was observed 1n 
Medicare. The study did not find that new phys'dans saw their patients 
more frequently or performed more ancillary services. 
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Dear Mr.Chalrmanr 

This is to follow up my letter ol April i? to prov'de you with the additional 
information that you requested from me on April 5. I hope theft two sets of 
materials will satisfy the information needs of you and members ol your 
Subcommittee. 

2.Q. Medicaid Regulation 42M7.204 requires that Medicaid payments "be 

sufficient to enlist enough providers so that services under the plans are 
available ..." 

a. By what standards does HCFA determine the sufficiency of payments 
for this purpose? 

b. What, if any, levels of payment have been found to be Insufficient? 

c. How does HCFA monitor whether state Medicaid programs in 
compliance with the regulations? Please summarize the monitoring 
method used now and any changes contemplated to Improve it. 

d. What does your current surveillance show with regard to compliance? 
Please document* 

e. What methods of enforcement are available to you to ensure 
compliance? Please identify any Instances during your tenure at HCFA 
where such enforcement methods have been used and indicate the 
results of the Interventions. 

A. Institutional Services 

In general, recipient access to institutional services, such as those provided 
in hospitals or nursing homes, is monitored by HCFA through a review of 
state Medicaid plan submissions on their institutional reimbursement 
methodologies. 

Thus far, two (New Hampshire and Nebraska) of the proposed plan 
amendments for inpatient hospital services submitted to HCFA have been 
disapproved for failing to result in rates that are reasonable and adequate. 
In addition, o^the over 200 plan amendments submitted by states concerning 
reimbursement for long term care facility services HCFA has disapproved 
three plan amendments (Missouri, Nebraska, and Illinois). 



338 



334 



Page 2 - The Honorable John D. Dlngell 

.Section 1902(aXl3XA) o! the Social Security Act, as amended I by the 
reconciliation acti o! 1980 (section 962) and 1981 (section 217.1), requires 
that a state plan for medical assistance provide tor the reimbursement oi 
Inpatient hospital services and long term care facility services through the 
use of rates which the state assures are reasonable and adequate to meet 
. the costs of an efficiently and economically operated facility to provide 
care in conformity with applicable state and Federal law, regulations, and 
quality and safety standards. The state must also assure that Individuals 
eligible for medical assistance have reasonable access {taking into account 
geographic location and reasonable travel time) to inpatient hospital 
services of adequate quality . 

Prior to the enactment of section 2173, only 12 states had Implemented 
alternative Medicare reimbursement systems for inpatient hospital services. 
Subsequent to t*e enactment of section 2173, an additional 1* States and 
the District of Columbia have received approval for alternative 
reimbursement systems, three States have alternative plans pending 
approval) and two States have had their plans disapproved under Medicaid. 

Nonlnatltutlonal Services 

Access to Medicaid services provided to recipients In noninstltutlonal 
settings by such providers as physicians, health maintenance organizations 
(HMOs), or clinics Is monitored by the states In consultation with state and 
local medical societies through their licensing and rate-setting functions. 

* jO You indicate that It would be useful, for the Office of Technology ' 
* Awe ssment (OT A) and the Institute of Medicine (IoM) to study and review 
the effectiveness of legislative programs which are intended to address 
infant mortality and the coordination among programs. Please summarize! 

a. The questions about which you Intend to seek guidance from the IoM 
and/or the OTAj 

b. Your method and timetable for doing sot 

c. The size of HO* A research budge tj 

d. The HCFA projects related to Infant mortality rate since 1980 and their 
results) 

e. Any policy changes made or contemplated by HCFA which relate to 
Medicaid and Infant mortality; and 

1. Any research on Infant mortality contemplated for the near future. 
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You misunderstood my testimony on this point. Whiie it it true that the PHS 
and HCFA conduct the majority of reKarch and program activities related 
to factors affecting infant mortality, there are numerous other government 
programs, such as the Women and Infant Care (W1C) and Civilian Health and 
Medicai Program of the Uniformed Services (CHAMPUS) programs, that 
influence Infant health. I made the suggestion during my opening remarks 
that members of the Subcommittees may wish to ask the OTA or loM to 
review the ef f ectlveness of these programs across the entire government. 

The total HCFA Fisc%i Year 1W research appropriation is $31 million. 

During-the hearing, 1 testified on a number of HCFA-funded studies which 
addressed physician participation in the Medicaid program as well as several 
chiid health-related projects sponsored by HCFA as part of the Early and 
Periodic Screening, Diagnosis and Treatment (EPSDT) program* These 
studies all relate to factors affecting infant health. In addition, 1 am 
providing the following descriptions of four current HCFA-funded studies 
related to children's health services under Medicaid. 

HCFA Projects Related to Preventive Health Care for Children 

HCFA has funded four research and demonstration projects that are 
studying preventive health services for children: 

!• Health Care Services for Children - Grantee, Johns Hopkins Hospital. 
Period! August 1981 - September 1983 

o Description! The University Is obtaining Information on the cost 
and effectiveness of services for children eilgibie for the Medicaid 
EPSDT program. Data on the costs and utilization of services for 
children using private practitioners, hospital clinics, emergency 
rooms and various combinations of delivery systems serve as the 
basis for this analysis. 

o Status : HCFA is awaiting the preliminary reports. 



2. Prenatal Car e and Its Relationship to Medicaid Costs - Grantee, 
Missouri Division of Health. Perlodt March 1983 - March 1985 

S 

o Description * The project iinks birth certificate records with 

Medicaid obstetrical and newborn records. The combined data will 
be used to study the obstetrical and newborn Medicaid costs 
associated with women who receive preventive pren\tai services as 
opposed to those who do not receive adequate services. 

o Status : The data are being developed. Since the project will not 
be completed until 1985, no results are available. 
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3. The California Obstetrical Access Pilot Project - Grantee. CaUIomia 
Department of Human Services. Period: Jul/ 1)75 - March 1943 

o Description The project Involved 1,391 Medicaid eligible and non- 
eligible low-Income pregnant women at 11 clinic* statewide to 
demonstrate that early access to obstetrical and prenatal care for 
pregnant women eligible for title V (Maternal and Child Health) 
and title XIX (Medicaid) coverage will reduce subsequent morbidity 
and mortality for both the mothers and infants* 

o Statusi The preliminary findings show that the Og-Access program 
reduced the low-birth weight rate. Analysis of cost data has not 
been completed. However, data indicate that the mean total Cost< 
tor tht experimental group (not Including cost of hospitalization 
for delivery) was $WJ. State staff estimated that this exceed* 
routine MediCal program costs for pregnancy-related services by 
approximately $250. Moreover, they believe that the real4avlngs 
He In costs avoided for services to premature (!««*, under l,>00 
gram) Infantsj they believe that the approach used for the 
experimental group has avoided some newborn intensive care unit 
costs. 

<t, State Policies and Procedures for Determining Coverage for Newborns - 
Grantee, American Academy of Pediatrics* Perlodr January 19*1 - 
January 1913 

o Description ! This study was conducted to identity the variety of 
c state Medic* ;d policies relating to the coverage of newborns and to 
• present realistic options for overcoming the problems created by 
the current policies. 

o Statusi This first phase of the study has described the varieties of** 
rules, regulations, and practices that exist among the 50 programs 
that potentially may impact medical care necessary for newborns 
or that, in operation, tend to discourage hospitals and physicians 
from accepting Medicaid patients. Within the framework of 
existing rules, various practices are In operation that may 
facilitate or prevent the prompt establishment of eligibility* A 
report Is in final preparation. 

tivftddition to these research and demonstration projects, on March 27, 19S*, HCPA 
pushed in the Federal Register a notice to encourage states to maximize the 
.availability of preventive services, Including prenatal care, to their Medicaid 
populations, and to solicit public comment on the criteria that will be used by 
HCFA to evaluate new state plan amendments to add preventive services as a part 
of the Medicaid benefit package. We expect that this approach will emphasize the 
importance and cost-effectiveness ot all preventive care, and would hope that 
states will develop strategies to enrich preventive services to their eligible 
pregnant women and children. 
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3.Q. In his testimony, Dr. Brandt referred to the success of the Indian Health 

Service In Its prenatal care program. Your own agency has participated In a 
program In California (the OJB. Access Project funded by HCFA Grant #11- 
P- 97223/9-03 and the Evaluation Grant #il-P-9? 571/9-03) to Increase ^ 
access to quality prenatal care for Medicaid recipients which has reported 
some Impressive preliminary evidence on. the program's reduction of low 
, birth weight and Infant mortality rates. You also endorsed EP5DT as a cost- 
effective preventive program. Dr. Brandt Insetted that prenatal care was 
also cost-effective. JVhat stops do y&u Intend to nke, it any, to Increase 
utilization of medical services for women and Infants during the first' year 
of Hie among: 

« 

a. Those enrolled in Medicaid but not now utilliing services as 
"recommended by the American College of Obstetricians and 

Gynecologists and the American College of Pediatrics. 

b. Those eligible for Medicaid but neither enrolled nor using services as % 
recommended by the American College of Obstetricians and 
Gynecologists and the American College of Pediatrics) and 

c. Those unable to purchase services as recommended by the American 
Collese of Obstetricians and Gynecologists and tt*e American College 
of Pediatric* for pregnant women arid Infants but who are currently 
excluded from Medicaid despite low Income level. 

A. The PHS and HCFA have collaborated for several years on mechanisms to 
enhance the use of Medicaid funds to Improve pregnancy outcome* for 
eligible, mothers and babies* Considerable effort has been devoted to 
Implementing interagency agreements and providing technical assistance to 
the State Health Departments and Medicaid agencies* PHS and HCFA are 
jointly developing Information for use by state agencies In the delivery of 
services related to pregnancy and Infant health* 

An area which will 1m expanded Is data and Information. PH5 and HCFA 
have discussed the Issuance 1 of guidance on the positive Impact of early 
prenatal care, the early Identification of high-risk pregnant women and • 
Infants, standards of care, and tne comprehensiveness of health care 
services. 

The ongoing collaborative effort between HCFA and PHS, with pregnancy 
and Infant health as a mutual high »>rlority, provides a vehicle to Improve 
pregnancy outcome for the nation* 

6.Q. You indicated that nurse-mldwlves may enhance the availability of prenatal 
services to Medlcald-ellglble women In areas where there are physician 
shortages or physicians unwilling to provide services under Medicaid. Plea'* 
provide a summary of the evidence that nurse-mldwlves are Increasing use 
by Med ica id-eligible women of prenatal care. Also r describe the role being 
taken or anticipated by HCFA to support this development. 
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As a result o! the Omnibus Budget Reconciliation Act of 1980 (P.L. 96-<»99}, 
<*0 states now cover the services of i nurse-midwife to the extent that 
he/she is authorized to practice under state law. This number has Increased 
steadily since the implementation of our regulation on Jul) 16, 1982* 

Our data system does not disaggregate claims for nurse mid-wife services 
from other practitioners 1 services. We, therefore, have no specific data on 
nationwide utilization rates for nurse mid-wife services. We may be able to 
obtain more detailed claims information on these services In rejected states 
from our new tape-to-tape data base which Is currently being collected by 
SysteMetrlcs (see the answer to question 1 in my letter of April 17). 

As state coverage of these services grows, we expect that more nurse mid- 
wives will participate In the Medicaid program and wlll*eek reimbursement 
for the delivery of pre and postnatal services to our eliglbles. 

Volume HI of Securing Access to Health Ca re > published by the President's 
Commission for the Study of Ethical Problems In Medicine and Biomedical 
and Behavioral Research (Mirch 1983) contains a study by Oar t B. Mitchell 
and Jerry Cromwell, "Access to Private Physicians for Public Patients: 
Participation in Medicaid and Medicare." This study shows that OB-Gyn 
specialists are among the least likely of all physicians to accept Medicaid 
patients, and these physicians spend a relatively low proportion of their time 
with Medicaid patients. Please specify all efforts taken or anticipated to 
improve the participation of these specialists in serving Medicaid-eligible 
women. 

I have asked the State Medicaid Directors to dis< mss this issue along with 
other matters related to preventive child health services during their next 
national conference scheduled for May 8 in Chicago, Illinois. I will be happy 
to work with them to Increase participation by OB-Gyn specialists In the 
Medicaid program. However, I believe It Is also Important to recognize, as I 
noted before, that prenatal services may be delivered by a variety of 
qualified practitioners (Including nurse-mldwlves and family practice 
physicians) and In a variety of settings such as (individual or group practices, 
clinics, hospital outpatient depart ments, HMOs, etc.). 

According to the testimony of Dr. Brandt and HCFA-funded and other 
research which we have seen, quality prenatal care can have an impact on 
reducing low birth weight and infant mortality rates. Given the importance 
of quality prenatal care please Indicate: 

a. To what extent does HCFA or do state Medicaid agencxo nave data on 
the content of prenatal care for which Medicaid pays? Please specify 
the data now available and the steps undertaken or anticipated to fill 
gaps in the available data. 
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b. Why HCFA has not relied u"on the ACOU standards as has the PHS? 

c. The merhod and extent to which HCFA now. monitors the quality of 
services fi.ianced by Medicaid? 

d. The findings as to any deficiencies identified. 

e. What plans have been made or are ticlpated to Improve the 
monitoring of quality and to Improve quality where deficiencies have 
been or may be Identified? 

A. In answer to HCFA's data on prenatal services, see the answer tq, question 1 
in my letter of April 17. 

States have the ultimate responsibility for determining the standards 
applicable to non institutional services. They may rely on a number of state 
and national resources for assistance in setting these standards, Including 
guidance from the American College of Obstetricians and Gynecologists. 

Curren- law and regulations require each state Medicaid plan to provide lor 
methods and procedures relating to the utilization of care and services. 
However, the specific mode of Medicaid utilization review (UR) is left more 
to the discretion of Individual states and Is Integrated into its 
comprehensive system of program utilization control (UC). The basic 
Medicaid UC requirements call tor the Medicaid state agency to implement 
a statewide surveillance and UC program that safeguards against 
unnecessary or Inappropriate utilization and against excess payments, and 
that assesses the quality of services. Included among these requirements 
the state program must provide fort 

a. an on-going evaluation, on a sample bails, of the neces***, ality and 
timeliness of the services to promote the most eifectlve ano 
appropriate use of services; 

b. a post-payment review process that allows for the development and 
review of recipient utilization profiles; provider service pr >files; and 
exceptions criteria; 

c. a written plan of care established and periodically reviewed and 
evaluated by a physician (or other Involved personnel) for individuals 
receiving institutional care; and 

d. each institution must have a program under which medical personnel, 
not directly responsible for the patient's care» review the services 
provided to determine if they are medically necessary and appropriate, 
and arc delivered in thr most effective, efficient, and economical 
manner possible. 
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In accordance with statute, states are required to make "quarterly showings 
satisfactory to the Secretary" that they are meeting the UC requirements 
relating to Institutional services. Further, the Secretary Is required to 
validate the states quarterly showings through on-site surveys at a sampling 
of Institutions. The law also requires that when states fall to comply with 
these UC requirements, a fiscal reduction be made In their Federal 
matching grants for Medicaid. In addition, states review quality of care In 
• their survey and certification processes for Institutional providers. Data 
relating to the sanctioning of providers for program fraud and abuse, 
Including Improper delivery of services, is maintained by the Office of the 
, Inspector General. 

States may be deemed to meet certain of the requirements for utilization 
and medical .vvlew If they contract with a Professional Standards Review 
Organization (PSRO) for review of services that are not Inconsistent with 
the PSROs mandated review functions. Federal funds support 75 percent of 
a state's costs attributable to PSRO review of Medicaid services. 

10 jQ. Please describe how you Intend to see that HCFA and state Medicaid 

programs take advantage of PHS research findings and service delivery 
experience which can contribute to the more effective delivery of Medicaid 
services In the prevention of Infant mortality. 

A. At the May S conference of State Medicaid Directors In Chicago, I^ave 
asked the PHS to present a summary of their research findings and service 
expediences related to factors affecting Infant mortality. 

PHS and HCFA have also discussed the issuance of guidance on the positive 
impact of early prenatal care, the eerly Identification of high-risk pregnant 
women and infants, standards of care, and the comprehensiveness of health 
care services. When completed, this material would be disseminated to 
HHS 1 regional offices, state Medicaid agencies, and state health 
departments as part of our normal Issuance process* 

11 jQ. Please summarize and provide the data showing the number and proportion 

of Medlcaid-eliglble women who deliver each year wlthouti 

c 

o Any pronatal care* 

o Any prenatal care prior to the third trimester i 

o Any prenatal care prior to the second trimester! 

o Prenatal care meeting the frequency standards embodied in the ACOG 
guidelines; and 

o Prenatal care meeting the quality standards embodied In the ACOG 
guidelines. 

A. Since Medicaid Is a vendor payment system that relies on data fom 

reimbursement claims submitted by providers for their services, we cannot 

supply Information on recipients who do not use services. The PHS may be 
able to provide you with this type of information; however, since their data 
source will be the birth certificate which does not contain Income nor health 
Insurance status, it will be impossible to provide you with statistics 
specifically on Medlcaid-eliglble women. 

I hope this information answers your concerns. 

Sincerely yours, 

CarolyneK Davis, Ph.D. 
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Dr. Edward N. Brandt/ Jr. 
Assistant Secretary for Health 
Department of Health and Hunan Services 
200 Independence Avenue, S. w. 
Washington, D. C. 20201 

Dear Dr. Brandt: 

As you know, at the tine of the March 16, 1584 hearing on 
infant mortality/ I was concerned about the po6< cion taken by the 
Department regarding information transfer tr Congressional 
oversight committees. In her letter of March 1, 1984, Acting 
Assistant Secretary for Legislation Teresa Hawkes indicated that 
there was some sort of screening process within the Department of 
Bealth and Human Services (HHS) ; 

"to determine that they [the files] contain no 
information (such as trade secrets, patient 
specific material or grand jury information) to 
which access would be restricted by .law.* (See 
letter of March 1 attached.) 

I wrote to Secretary Heckler on March 5/ ten days prior to 
the hearing, to raise concerns about a series of procedural 
issues involved in that investigation, including the restrictions 
cited by Ms. Hawkes (see letter of March 5 attached). Because 
neither the Secretary nor anyone on her behalf had responded to 
ray letter of March 5 by the day of the hearing, I asked you to 
clarify the position of the Department at that time. 

You raised your personal concern about patient specific 
information and requested that the record be left open for a 
further explanation by the Department of its legal interpretation 
of t£»e obligation to cooperate with the Congress with regard tc 
the transfer of information pursuant to a Congressional oversight 
investigation. 
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We are taking this opportunity to clarify the record in two 
respects. First, there should be no misunderstanding that the 
explanation of the Department as presented in your letter of 
April 17, 1984, (see Answer to question 17 attached) is 
inadequate for reasons to be set out herein. Second, the 
Subcommittee is also very concerned about protecting ^the 
confidentiality of patient specific information. * 

Presumably, the content and legal authority for your answer 
to question 47 was provided by the Office of Legislation and the 
Office of General Counsel as the very same language appeared in 
Mr. Scruggs' response to questions from Senator Baucus-of the 
Senate Finance Committee with regard to his nomination for 
Assistant Secretary of Legislation. While it is clear that the 
Congress drafted all of the cited statutes to restrict transfer 
of such information by administrators to the public, it is 
equally clear that the Congress had neither the intention nor the 
authority to abrogat : its Constitutional authority to oversee the 
operations of the Executive Branch. Your answer lacks any 
reference to the Constitution whatsoever. 

The Surpeme Court has confirmed repeatedly the breadth of 
Congressional investigatory power. It has confirmed the 
long-standing principle that *[t]he scope of the (Congressional] 
power of inquiry ... is as penetrating and far-reaching as the 
potential power to enact and appropriate under the Constitution. ■ 
Eastland v. Pnitfcd SlAtlS fi»rvle«n»n'a fund. 421 U.S. 491, 504 
n.15 (1975) , quoting ^r»nhl*tt v. Unltlfl £UUIr 360 U.S. 109, 
111 (1960). That power extends "over the whole range of * national 
interests concerning which Congress might legislate or decide 
upon due investigation not to legislate . ..." Bartnfalfltt, 30* 
U.S. at 111. In HitJOOl v. United AUtmAr 354 U.S. 178, 187 
(1957) the Court explained that Congressional investigatory 
"power is broad. It encompasses inquiries concerning the 
administration of existing laws, as well as proposed or possibly 
needed statutes. It includes surveys of defects in our social, 
economic, or political system for the purpose of enabling the 
congress to remedy them." 

The Congress guards tealously this broad Constitutional 
power to investigate. The Department of Health snd Human 
Services has cited no authority holding that when Congress adopts 
statutes intended to control release to the public of information 
by ftdminlitratora . Congress intends to arm the administrators 
with authority to shield them from ronortaaional oversight. We 
are aware of no such authority. Faced with precisely this 
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Dr. Edward N. Brandt, Jr. 
May 9, 1984 
Page 3 



'.question in a aeries of lawsuits over the Federal Trade 
Commission's (FTC) trade secrets statute, the co rts refused to 
support the withholding of information from Cong. ess. See ftc v. 



I960); £xifiH £fiXJBU v. £££, 582, 589 (D.C. Cir. 1978), cert. 
441 U.S. 943 (1979). 



Tht chief statute cited to us in this regard, 18.P.S.C. $ 
1905, illustrates well the fact that Congress has never intended 
to curb its Constitutional powers of investigation by arming 
agencies with immunity from oversight. That statute prohibits 
disclosure of trade secrets and other confidential commercial 
information unlgai *authorixed fcy Jjlk* " Patently, the 
Constitutional power of investigation constitutes authority in 
lav to obtain information, fiae. e.g. . Eastland. AUtttA* Thus, 
the courts in the FTC cases cited above declined to withhold 
information under 16 O.S.C. S 1905. Indeed, even the Attorney 
General haj acknowledged that Congressional oversight is not to 
be blocked by citing the statute. 41 Op. Atty. Gen. 221 -(1955) . 

That statute/ and the other BBS confidentiality statutes 
mentioned by the Department/ are like the Commerce Department's 
confidentiality statute under which information vital to 
overaight was withheld, initially, in 1975 from the Bouse 
Commerce Committee investigation of nonenf orcement of the laws 
concerning corporate compliance with the Arab boycott. Secretary 
or Commerce Morton went to the brink of contempt of Congress, and 
then yielded on complying with the oversight demands, fit* 

Contempt Pretending* Agiinflt StCrttiCy Jli Comma rca JGLflfleXA C»B. 
flPrtqni H»arlnqa md Rclflttd Doeua*nfcfi Before Hit fiuheomttifrf 
Qh Oversight: ajld Invgatigafciona £JL ilLfi E&UfiJt CPBUaittCt £11 
interstate and Foreign Commerce. 94th Cong., lst'Sess. (1975). 

Within this clear legal framework the Rules of the Bouse of 
Representatives provide for special protection of informations 



If 1 request is made, the Members can vote to accept such 
evidence or testimony in executive session. 




"Whenever it is asserted that the evidence or 
testimony at any investigatory hearing may tend to 
defase, degrade, or incriminate any person." 

(Rule 11 K) 
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On a more personal level, let me assure you that 1 cannot 
now think of circumstances under which I would compel transfer of 
patient nam*s. However, as 1 mentioned to you on March 16, our 
Committee files routin*ly contain many highly sensitive documents 
relating to national security, nuclear safeguards, the private 
business of high government officials, patents and a broad 
spectrum of trade secrets. These documents have always-been 
treated carefully and confidentially and this will continue to be 
the case. 

1 hope these clarifications of the Constitutional role of 
Congressional oversight and the time honored procedures set out 
in the Rules of the House for handling confidential matters will 
facilitate cooperation between BBS and this Committee. In 
dealing with a number of agencies of the executive which 
regularly work with highly sensitive matters, (l«C*f U.S. 
Department of Energy, Securities and Exchange Commission) tbf>se 
procedures are carried out with relative ease. 1 look forward to 
similar ease in working with^ou in the future. 



/ John D. Dingell 
Chairman 
Subcommittee on 
Oversight and Investigations 
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DEPARTMENT OF HEALTH * HUMAN SERVICES 



Public mirth Srv<i 



CHfic« of tht Auiilint StcrttMV 

for HMfrh 
W«»htnQlOA DC 20201 



MAY I 6 



Hcootable John D. Diajell 
Chalnca n 

Sut>ca*mi ttee on Oversight and invest igaticos 
CanmUtee on Energy and Ccmmorco 
U.S» House of Representatives 
Waohington, o.C. 2051b 

Dear Mr. Chalonam 

Thar* you for your letter of Way 9 regarding your views on 
inlonnation trsnstoe to Congressional oversight ccmnittee». I 
appreciate? the concerns you haw expressed and the car* with 
which you assuwi respansiMlity for various sensitive docuiw?nta 
and other executive brarxti inionwitioru In particular t your 
sensitivity ro medical records and their privacy ig oJ 
tance and personally reassuring. I trust that we vill be able 
to continue working together in the future to facilitate the 
exchange of inf amotion with the Congress. 



S incerely , 




Edward N. Brandt, Jt., M.D- 
Assistant Secretary tor Health 
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TESTIMONY 



Of THE 



AMERICAN COLLEGE OF NUBSE-HIDWIVE8 



The American College of Nurso-Midwives (ACNM) ii pleased to be able 
to submit testimony to today' ■ hearing on infant mortality. Certified . 
nursc-midw.wes have a 60 year history of experience of clinical practice 
among poor and sociologically vulnerable families in this country. The 
menbers of the College are hopeful that these hearing! will help renew the 
national commitment to reducing in/ant mortality and improving the health of 
American familios. We are happy to offer our expertise to the Committee and 
members of Congress and we look forward to working with you. 

The persistont and unacceptably high rate of low birth weight and premature 
hirthB. particularly to poor, adolescent and black women, ia among the most 
serious* and urgent problems facing the nation. It ia certainly the moat 
serious issue confronting maternal and child health care professional! . If 
we providers cannot come together with policy makers and the public to alleviate 
this problf . we will have all fundamentally failed. We ahould be hopeful, 
however, because this is one social problem which has effective, time-tested 
remedies both political and clinical"- at hand. 

No one knows what the physiologic cause of low birth weight and premature birth 
is, although we know that mothers who are adolescent, poor and/or black are 
much more likely to have small or premature babies. No orre knows the physiological 
cause underlying the effectiveness of prenatal care, although we know that 
pregnant women who receive prenatal care are much less likely to have smell 
or premature babies. Two bodies of research, one old and the othar new, now 
point to answers to these two related physiologic pussies. The answers wil) 
have significant implications for govorrunentel policy makers, health care 
providers and public health administrators. 

3ne body of date has been accumulating for a long time. Numerous studies, 
beginning as early as the turn of the century, document the effectiveness of 
prenstal care. Many of tho studies conducted since 1925 report on the effective- 
ness of care given by certified nursc-midwives to women who had received little 
or no obstetric care prior to the introduction of nurse-midwifery into 
their community. In all cases, infant death rates fell dramatically, usually 
to below the national average. A major finding of these studies is that pre- 
natal care utilisation rates also increased in theae communities once nurse-* 
midwifery care became available. Prenatal care wes effective in improving infant 
outcomes when utilized and it was utilized more frequently. Although thsse were 
descriptive, retrospective studies done without the benefit of an appropriate 
control group, they demonstrate that nurse-midwifery care is tsfa and that 
nuroe-midwi fery care rotains clients in the health care system. Perhaps the 
most impoitant result of these studies is to prove once again that prenatal 
care is effective* even though its mechanisms of effectiveness have remained a 
mystery. 

Three recent studies of nurse-midwifery care are worth reviewing because they 
do contain control groupr and because their findings are similar to those of 
previous studies. All three studies looked at matched populations cared for 
by nursc-midwives or physici'.ns. In all three studies, clients who developed 
medical complications ai.i oecame physician clients remained in the nuree-midwife 
data pool and did not appear in the physician statistics. Two studies, one 
conducted in a health maintenance organization in Puget Sound, Washington, 
and the other at the University of Mississippi's Medical Conter obstotric 
clinic, had similar findings. The indicators related to pregnancy outcome, 
such as birth weight and prematurity rates, were essentially the same in the 
physician i-atients and the nur sc-mid^i f e patients. The indicatore related to 
the process of obstetrical care were different. The physician clients were 
r.. rr l\kely to have had otstetri^nl interventions, such as forceps (in Mississippi), 
►■t i sjetOff-itT. , induction or augmentation of labor, and ultrasound examinations 
(in Washington), than were the nurse-midwi f e clients. The nurse-midwife clients 
in Washington were more likely to v.upp their prenatal appointments and to come 
iu for additional. M ollrm-oricnted visits. Nurse-midwife clients in Washington 
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expressed more satisfaction with their cart than did the physician clients. 

The thiid controlled study difforsd from the other two in that the outcome 
indicators showed a difference in cars of the two provider groups and tho study 
b»eked at a particularly vulnerable population, poor, pregnant teenagers*. Ths 
vung mothers in the study group received care in an Adolescent Obctetric 
Clinic at the Medical University of South Carolina. The control group was 
established by using matched birth and death certificates from the South 
Caiolina State Maternity Data System. Clients in both groups were receiving 
prenatal care and were of low socio-economic status. Two nurse-mldwivta coordinated 
a multi-disciplinary team of social workers, a nutritionist, obstetricians 
and a psychiatrist, which provided care to the te^nageis. The nurse-midwlvei 
coordinated all program services, evaluated and managed tho rase load and saw 
each teenager at every prenatal visit. The results showed that. the low birth 
weight rati- among the study group was 9.1 percent, w.nch was significantly 
lower than the 12.? percent rate in the control group. The low birth weight 
rate among patients under age IS was 6.0 percent in the study group and 21.0 
percent in the control group. 

All of the controlled and uncontrolled studies point to the same three 
conclufiwnsi prenatal care improves infant outcome signif icantlyj nurse-midwifery 
caro is at least as effective as physician care? and, nurse-midwifery care has 
a docunfiued tecoid of improving utilization of prenatal care and increasing 
client satisfaction with pregnancy care. In addition, the most important finding 
of the South Carolina study is that multi-disciplinary team care managed by # 
nur Ee-midwi vos resulted in significantly better outcomes for pregnant women wfco 
were also poor and adolescent. 

The findings of the South Carolina study also point to the socond, and newer, 
body of research into the causes and prevention of low birth weight and prematuro 
births. Evidence is accumulating which strongly suggests that stress and 
smoking are the primary causes of low birth weight and premature births. The 
physiologic Jink between these factor* is not completely clear, but the finger 
of blame points toward decreased blood flow to the uterus caused by vascular 
consti iction. The link between smoking and decreasod uterine perfusion ia 
fairly well established, but little research has been done to uncover an 
explicit physiologic link between stress and pregnancy outcome. There is plenty 
of implicit evidence of this link, however, In all tho research which dogfcmcnts 
the effectiveness of prenatal care and of nurr.e-midwifery care. ' 

Frenatal care may have a two part mochanism for reducing the stress of 
pregnancy and particularly tno stress of being poor, black and/or adolescent -- 
and pregnant. Once a client has had a first prenatal visit, She makes the 
decision to remain in care in pert on tho basis *>f how the care providers treated * 
her. If she trusts the people enough to stay in prenatal care, she may receivo 
access to services which may relieve significant areas of stress in her life, 
?uch as inadequate food supplies, iradequato income and inadequate shelter. 
All of these basic areas of life may bo very problematic tar her and the problems 
may be exacerbated by pregnancy. Food stamps, Medicaid' Aid to Families with 
ivpendent childre and other social services can nake a critical difference in the 
i-tress level and the well-being of a pregnant woman. 

The impact of developing a trusting relationship does not end with increased 
arte*.* to social programs. Ptegnancy can, and usually does cause fears and 
a'.xwt.i-S which can only do alleviated with education about pregnancy, childbirth 
■i* ! i ,t» Citing und with personal attention fror. a coring, sympathetic health care 
jr 1 vt-'iir. Ml tf the teer.agers in the south \.a:oli».j rtudy had access to the 
• •.f.iir Mijj.'it"! sc: vices and basic ^diral mm vires. The study group had 
.i!;.!i-s.al >,u.-»,»n <!iw!i.-n ir.d a eci.nis! ci.t ''arc pu-vider thtoughout pregnancy. 
It iv . ^{l.tily re.ivr.aMe to conclude that a uwm ? l : ant link exists betwen 
.-!u-t'r i xpt r \<*r.- e of a raring, h-.tr is. 1 1 Lit u»!-rMp with her health cue 
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provider ind the obviously therepeutic imp.ct of th. kind of care provided in 
the South CiroUni ftudy. Something about the cere provided in the South 
Cerolins study caused these pr.gn.nt teenegere to hevt significently better 
outcome, than their matched peersi thet "eamething* eppeare to be the 'trees- 
reducing effect of • eupportive pereonel reletionehip between the cliente end 

^'Tne^erg^body of old and new resssrch on prsnstal care, nurss-midwifsry 
csre ind the physiology of pregnency end the decedee of experience of «"tsrnsl 
and child heelth cere in thie country have importent inplicetione for policy 
makers, adminietretore and heelth cere providere. 

Pr.natsl cere muet be eve il able and ecceeeible to women in-order for it to 
be used. Cere thet ie too expeneive, too fer ewey, unaveilable et convenient 
timee, too time coneuming or eimply not there ie c=e thet will go unueed. 
in order to remove barriers to prenetal care, the taoewcan College of Nurse- 
Midwives urge* the Congree. to direct the Department of Heelth and Human Service, 
to implement the recommend.tion. of the Public Advocetee' to 
Reduce the Incidence of Low Birth Height and Beeultant Infant Hoftellty, filed 
in 1983. rte College alao urgee the Congreee to increaee the appropriation 
levels for the Maternel and Child Health Hock Grant and the Primary Care Block 

^"prenatal cere and *a*ticularly the primary providere of that care muet be 
ecceptable to client, and there muet be a sufficient number of providere to 
uterf th. ho.pit.ls and clinic, which eerve women et riek of having small or 
premature babi... The college urge, the Congr.ee, in order to create . sufficl.nt 
suddIv of .ppropriatft providere, to reeukhoriae the tturee Treining Act with 
SSti «KETl.v.lS «4 to direct th. Oivi.ion of Nur.in, end the Uivi.ion 
of Maternal and Child Health to increaee the annual number of greduetee frost 
nurse-midwifery and obetetrical/gynecologicel nuree prectitioner education 

Pr0 ?.rt!il.d nuree-midwive. ecroe. the country believe thet th. Congree. and 
the executive ag.ncie. have . national respon.ibiUty to Jj« t "* 1 ^SSJity 
strategies to low.r eignif icantly the overall low birth weight and prematurity 
rAlV, and particularly to low.r th. .hocklngly high - and f 
tnfmt mortelitv awong poor, black and teenege women. waate of human livee 

X 1 -Sd t^eulrering of American f«ilie. cannot continue. * I know 
^.t^anv membere of thie Committee, the Congreee and the executive egeneiee 
wcStTTo W mat.rn.l and child health in the United St.t.e and 
we are eager to help in your efforts. 

Thank you. , 
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Introduction 

Along witJ* three other block grants in the health area, 1 the Omnibus Reconcilia- 
lion Act of 1981 created the Maternal and Child Health (MCH) Block Grant, incorporat- 
ing eigbi prior categorical programs funding services for mother?) and children/ The 
MCH block grant enhanced states' flexibility in allocating former categorical funds; at 
the same time, it provided fewer federal dollars in FY 1982 than in FY 1980 or 1981. 3 

This report summarizes a study of the effects of the MCH block grant on five 
inner-city Boston neighborhood health centers 4 serving low income, .predominantly black 
and Hispanic mothers and children. 

Study Purpotc 

The study addressed three questions: 

(1) How did the'MCH block grant affect the financial health of agencies dependent on 
federal and state MCH funds? 

(2) How .were the provision and use of services for pregnant women and for children 
affected by changes in MCH funding? 

(3) Was the "need for services-measured by trends in neonatal and infant mortality 
rates-increasing or declining during the study period in the inner-city communities 
served by neighborhood health centers cjependent on MCH funds! 

*Tke • are* olker ke »Hk black frwti created by ikr ReeotaliUioi Act of Iff 1 were tke Alcokol. Drag Abite *od 
Meaul He»!»k. Pr*veBtive He»Uk Service* nd Primary C*r* block grattt 

^Cfttegorir*) programi tOrltdd n tke MCH block |r*tl were Title V mttertt! *ud ekild kc*Hk lemcee Title V 
crippled iktldreo*» ttmrr*. cmwort for dtubled ckildret rtceimtg npplemeat*l i«*niy ncome beielti fSSLDCP). 1e»d 
ponofiiic prevetliot Suddes ^oUn De*lk Syidrome. ftdolciceil pfegtincy prevention, genetic dtttnne testing tid conn* 
triittg *nd ketnopktlift dtngnortic and trenimenl ceoten 

•Federal nppropnnUOM mc rented it FY 1913. u tke reiiH of tke Emerge try Jobi Appropriation Act. bit fell tgma 
id FY \9U 

♦Tke center* »rr Dimock H*r»»rd Mnrlkn M»y Ehot, Roxbiry Comprekenuve »nd Wkiliier He»Uk Ceoten. io tke 
Roxbury/Dortkeoter nre* of Botton , 
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Study Method and Data Sources 



Intern?* 7 data were combined with state and local statistics 5 and agency manage- 
ment records to produce case studies of five aner-city neighborhood health centers 
dependent on MCH (Title V) 6 funds in 1980 f two years precediug the block grant. 

Changes in the financial status of the five centers were measured by analyzing 
1980-1983 trend data on center revenue b> source and on center expenditures. Changes 
in service provision for mothers and children were measured by analyzing 1980-1983 
trend data on obstetric, adolescent pregnancy and pediatric visits. Need for servces in 
areas served by the centers was assessed by analyzing neonatal and infant mortality 
rates for service area census tracts for the period 1980 through 1982 (1983 data were not 
available). Most of the data reported in this summary are aggregate measures combin- 
ing the experience of the centers in the study. 



Neighborhood Characteristic* of Centers Studied 

The five centers included in the study serve the Roxbury, Nonh*South Dorchester 
areas of Boston. All are in areas designated as "medically underserved," as of January 
31, 1980. The census tracts in which the centers are located ranged from 60*80 percent 
black and 6-30 percent Hispanic in 1980. Unemployment in the areas served by the 
centers ranged from 6 to 19 percent in 1980, while median family income averaged 
$11,500; approximately 25 percent of families in the service areas were on AFDC. Two 
other neighborhood health centers tnat also received Title V funds in 1980 were excluded 
from the analysis because they served non-inner-city areas that were more affluent, less 

■Sitte aod loc&J mimics vert obitiaed from t»* MtitaciiietU Dtpaitmeit of HetHh. the MasiachiitUt RtteSet. 
tit( Co m mn not tad tie Boitoi Depanmit el HtaHa tad Hatptaii 

•All of iae ceittn receded Till* V fitdr fir KUWritJ aid Itfaat Ctr? (MIC) tad/or Childrei and Yotik (C£Y) 
projeni ti lttO Till* V, with ill rorauli fraati tad iU iptai) MIC tad C tad Y project!, «u folded toto the MCH 
Wo<k |7tat u a resiU of the Omaibtt Rtcaactliatioa Act of IM) 
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welfare-dependent and more than 96 percent white. 



Financial Statui of Neighborhood Health Centers 

• FY 1982 was a financially disastrous year for the cen*ers studied: 

(1) MCH project fundi, which on average accounted for 15 percent of 
gross revenues in FY 1981, fell 30 percent in FY 1982. 

(2) Other federal, state, local and private grants, which on average 
accounted for 47 percent of gross revenues in FY 1981, fell 10 percent in 
FY 1982. 

(3) Medicaid revenue which on average accounted for more than 20 
percent of gross revenues in FY 1981, fell 3 percent in FY 1982, as the Bos- 
ton AFDO caseload fell 18 percent, reducing Medicaid eligibility. 

.(4) Direct patient charges (self-pay) and charges to other third 
4 party payers, which accounted for approximately 14 percent of gross 

revenues in FY 1981, together increased 22 percent in 1982. 

(£>) Even though bad debt declined in absolute dollars in FY 1982. a func- 
tion of both declining utilization and increased collection efforts, net reve- 
nues (gross revenues minus bad debt) fell approximately 7-10 percent that 
y^ar. 

(5) Three of the centers decreased their expenses in FY 1082; however, 
"savings" were achieved principally by cutting tLc range of services provid- 
ed. 

• Centers* revenues generally increased in 1983, but their financial condition 
remained shaky: 

(1) MCH project funds fell 7 percent-a smaller cut than the previous 
year. 

(2) Other grant revenues increased 15 percent. 

(3) Medicaid revenues increased 12 percent. 

(4) Self-pay and other third party charges rose 35 percent. 

(6) Although bad debt increased substantially, net revenues rose ap- 
proximately 10 percent. * 
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(5) However* while net revenues increased 10 percent, expense* increased 
nearly 20 percent on average, thr ^tening the financial viability of the 
centers. 

• Overall, the centers in our study were in worse financial condition in FY 198a than 
in FY 1980. In constant (1907) dollar: 

(1) MCH project funds were 54 percent lower in FY 1983 than FY 1980. 

(2) Other grant fundi were 16 percent lower in FY 1983 than FY 1980. 

(3) Despite the fact that Medicaid revenues were, up 7 percent over FY 
1980 and self-pay anr! other third party charges were up 50 percent, 
bad debt had increased, so that net revenues were down approximately 
15 percent in FY 1983, compared to FY 1980. 

(4) Expenses were 13 percent lower in FY 19S3 than 1^0, but reduced 
expenses reflected cuts in the comprehensiveness of services offered. Four 
of five centers were operating with deficits, whilr the fifth was emerging 
from bankruptcy and receivership and avoided a defici' only by securing 
"extraordinary " income from special grants and donation? 

Service Provision and Use 

• In response to their worsening financial situation, centers cut staff and narrowed 
the range of services provided. Hnxdest hit were: 

(1) Community outreach efrorts Co identify individuals and families at risk; 

(2) social services, and 

(3) educational activities aimed at improving health outcomes. 

• IV of centers' services dropped significantly in FY 1982; 

(1) Total visits fell 14 percent. 

(2) Pediatric visits fell 12 percent. 

(3) Obstetric/gynrcological visits dropped 14 percent, despite a 4 percent 
increase in births in the census tracts served by the centers. 

• Four factors help explain the drop in center use: 
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(1) A general recessionary effect, leading some economically stressed fami- 
lies to postpone non-emergency primary care in order to pay for more 
pressing food and/or housing needs; 

(2) An 18 percent drop in the Boston AFDC caseload, reducing Medicaid 
coverage for mothers and children and .imposing additional financial bur- 
dens on those who might seek care; 



(3) The deterrent effect on potential center users of negative publicity 
focusing on health and welfare cuts, on the "dire threat" (Boston Clobe 
headline of June 1982) to neighborhood health centers and on their ne< >\ to 
increase patient billing and collections; 

(4) Lay-offs of centers' outreach staff, whose job had bevu to identify and 
offer services to high risk pregnant women and young childreu '. * b' im- 
munity. 

Despite an increase in total visits to the centers in FY 1983, pediatric and 
OB/GYN visits continued to decline (4 percent and 1 percent respectively), 
although at a lower rate than in FY 1982. 

The continuing, albeit slower decline in use of pediatric and OB/GYN services may 
reflect the continued effects or factors at work in F Y 1982-especially reduced 
AFDC eligibility and reduced center staffing for MCH outreach and educational 
activities. 

• The increase in total visits in FY 1983 reflects, in p3rt, the efforts of centers to 
attract new, paying, clientele to offset cuts in grant income over the period FY 
1980-1983; centers instituted evening and various specialty clinics aimed at 
employed clients with third party coverage. 

• While data on total visits, pediatric and obstetric visits for the five centers are com- 
plete for the period 1980-1983. data on use of a more comprehensive array of 
services-including outreach, social services, family planning, nutrition, mental 
health, etc.-are insufficient to allow trend analysis. 

Need for MCH Services in CommunHiee Served By the Centers 

• In 1980. the infant mortality rate in tue census tracts served by the five centers was 
16 7 deaths per 1000 live births-nearly a third higher than the national rate of 

12.6/1000 in 1980. 

• Id 1981. while obstetric and pediatric visits to the centers increased 2 percent, the 
infant mortality rate in surrounding census tracts declined 12 percent to 14,7/1000 
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(that rate was still 26 percent higher than the 1081 national average). 

• In 1982, as pediatric and obstetric visits to the eenters were declining, the infant 
mortality rate in surrounding census tracts rose 46 percent to 21.5/1000. Alto- 
gether there were 88 infant deaths out of 4001 births in the census tracts studied in 
1982; there were 13 more deaths observed than expected under a situation of ran- 
dom variation. The 21.5/1000 infant mortality rate observed in 1982 was just 
about twice the national rate (11. 2/1000) reported for 1982. 

Conclusions 



In Boston, preventive and primary care services for mothers and children funded 
initially by Title V and subsequently by the MCH block grant sustained cuts 
throughout FY 1981-1983; the cuts were deepest » n FY 1982, the y *ar of transition 
to the block grant. 

Inner-city Boston neighborhood health centers dependent on MCH funds in 1980 
suffered a deterioration in their financial health during 1982 and 1983, as other 
grant revenues, self-pay, and charges to other third parties failed to fully compen- 
sate for cuts in MCH revenues, reduced AFDC-Medicaid eligibility and increases in 
bad debt and free care; centers' net revenues in constant (1967) dollars were lower 
in FY 1983 than in FY 1980, and combined deficits were larger. 

Decreases in the use of obstetric and pediatric services at the centers studied paral- 
leled and to some extent fan be attributed to cuts in MCH funding-csprciaily 
layoffs of center outreach workers-and to reductions in the AFDC-Medicaid 
caseload, which curtailed financial access for poor mothers and children. 

While MCH funding and use of MCH preventive and piimarv care services were 
declining, infant mortality rates in census tracts served by MCH-dependent centers 
were increasing; thus need *as accelerating while resources available to address the 
need were being curtailed. 

Give" financial barriers to access in the inner city areas studied, their reiatively 
high infant mortality rates and evidence of worsening experience in 1982, funds for 
preventive and primary MCH services in those areas should br expanded, rather 
than reduced, to promote equity, access and improved infant outcomes. 
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The Chicana Rights Project for the Washington, D.C. office 
of the Mexican American Legal Defense and Educational Fund 
(MAI.DEF) 18 pleased to submit a statement before the House 
Committee on Knergy and Commerce Subcommittees on Oversight and 
Investigations and Health and the Environment. MALDEF is a 
national civil rights organization dedicated to preserving the 
civii and constitutional rights of Hispar.ics in the United 
States, We currently have offices in fian Francisco, l»os Angeles, 
Denver, Sacramento , San Antonio and Chicago, as well as in 
Washington, D.C, 

MALDET's Chicana Kights Project (CRP) was established in 
1974. The project does research and litigation designed to 
eradicate discr iraination aqainst Hispanic women, primarily in 
health, employment and education. Among the complaints filed by 
the I* HP is crctoner. v. Mercy Hospital and S oils v. Madera 
c., nut-unity H >r.j»i t al , which deal with the duties of hospitals to 
provide a 1 oi dab cue tt> pregnant women. 

MA'^Jtft' is coi.ci'rned with the widening gap of infant 
p'i»r t a 1 1» y . tni this leason, we are one of the petitioning 
t roar.iz.iti»)ns in '.he Public Advocates petition t" Secre tary of 
IW'.ilM; .it:.: Humar. Si-r^'ims, Mira-wet Heckler, »hat ir the subject 

» ' -day's hi irings. Wt ,i« t h» a Chir.ir.. KiqliL- Pri.iec'. ln«lwvi- 
that our •/»•.! r! extern-nce in k.wic nn health issues, 
>- r! \t.*-:l wit:, i ur intrio:; # committment to endltrq 

; i ■ .'t 1 1 . ; M » it. i . m- : r ft vm":, i-iij. t»c i.i ! 1 y V \ h\ .in 1 1 ?. , m«*«iUf. tli.it 
v .\l WV vi I !>i it-; . f-> :■{"■■•■ i •■ Liu; he. IT is:u *hi* en b» 
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helpful in narrowing the widening gap of infant mortality and low 
birth weight between whites and minorities in this country. 
Data Collection and Hispanlcs 

The CRP works to increase poor women's access to good 
guality health care. Maternal and child health issues are a high 
priority for the Project. Naturally, we are gravely concerned 
about the issu# infant deaths in our community. However, 
there is a serious problem with respect to di- -oliection and 
infant mortality related to Hispanics in the United States. It 
is difficult to obta- 1 accurate data on infant deaths among the 
Hispanic community. Much of the information in studies released 
documents disparities between blacks and whites only, or 
sometimes whites and non-whites. However, one must not assume 
thcit Hispoinic birth rates correspond with white birth rates DUst 
because there is little or no data on Hispanics. Hispanics do 
have similar problem* as blacks with low birthweight and high 
infant mortal it > ever, though there is not as clear of a 
statistical picture for Hispanics as exists for blacks. 1 Whexe 
statistics on Hispanic* are kept, their deaths and premature 
birt.hr are significantly hinher than for whites. An example is 
;.<.<; Ar.qrlf*. In I98i, the County ended a fifty year policy of 
pruviuimj fur prenatal cart and other services to the poor. The 
teumci who benefitted i roiv thef-e programs hud no health insurance 
ami miry were Hispanic. The County's new policy required a 



Sr. ! r-! 
t» I.* ■' , .'ur.. H 
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pro-payment of $20-3.0 per visa, Prenatal visit* to health 
eiinicu and outpatient 4ep*vtm«nt8 dropped by 2U; broken 
appointments skyrocketed to JO to 50% and the premature birth 
i ate increase 1 by 7 . 4i . ? 

Duo to the fear that instituting prepayments would directly 
result in an incroaRed infant mortality rate, MALDKF joined other 
black, health and women 1 fc ojganiJ&tions in filing a California 
petition for *ules and regulations to declare prenatal care a 
public health service and to establish standards for accesn to 
such care by low income women. The petition documented that £oor 
and minority health districts in Los Angelas county were those 
that had the highest ri9k factors and tre lowest chances that, 
women living theio would bear a iiwe, healthy newborn. Those 
heavily populated by blacks and Hispanics had the highest fetal 
deaths, infant deaths, neonatal and post-natal deaths. 3 This 
information should not come as a surprise, since the Hispanic 
population shares with blacks and other minorities the indicia t-t 
poverty and underemployment that in closely correlated to hiqh 
risk pregnancies and which result in higher infant mortality 
rates. 



Factual Memo r and um and Arnur.cn i - n Suppor* of Petition 
for Pulf iraKinti to free lare" Prenatal Care «i Public HeaTtrT^b"e^vTce 
an.i y r.«:t.ibl ish ... S tand.ti ds for Aero an t^~~Such C«if< by how Inc« >m< • 
i'LillUi.' "Ui-n itti»<; h» |Ptitionu& County health Alhanct, ptTT TtP 
m.i \i; if ci m,i St.it t» Depart men r ot Health Services, June " *"J , <*H/ 
.■t 2\ tin.! <?t , 

HI :»t <) 
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Hispanic* make up the second largust minority population in 
the United States, 6?3%. Blacks are the largest with 10. 7%. 4 
Yet, there is inadequate data on Hispanics. Only in recent years 
have national statistics been kept on Hispanics be<jun to be 
collected. federal data on Hispanics must collected and made 



Liable to the public. 5 The federdl government has an 



avail 

obligation throuqh its agencies to prov ie data so that we may 
develop health policies that effectively address the needs of the 
Hispanic community. In this case, statistics are a matter of 
Life and deuth. Pregnancy related data and federally funded care 
if especially critical for Hispanic women because they have the 
highest birth rate in the nation. They face serious health risks 
because of their hiqh rates of poverty. 

Additionally, many Hispanics have problems because they are 
part of a language minority. Data must be collected to determine 
v ; langu.iq* hirriern result in a significant reduction in access 
to necessary health care and contribute to an increase in infant 
pi f . ft a 1 ity . 



4 ihi Hrbf" Wcod Foundation "Updated Report on Access to 
Meultt fare for t he American People" , Special heport. Number 
One' i gw3. 

HHS is currently conducting a (NCHS) survey on Hispanic 
hMlth ir the r.S. Since the- study is not complete-1, we have no 
way o! knowing whether or not it contains the detailed 
uuori^nnn on infant mortality and prenatal care that as already 
«iocun»ntf.i within the blacV. and white populations. 

*' »'.•< Wepon from the u.P. Commission on Civil Pighta, 
iMP^iy wiiau*^ Womo:. . tr.»! Their Childr en, Cleat inohous* Publication 
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The Reagan Administration's Record on Infant Mortality 
Information on the dire consequences of the failure to 
provide comprehensive prenatal care to all poor, pregnant women 
has been well documented in thd Public Advocates petition, as 
well as in testimony and reports submitted for the record today. 
Yet, the Administration's response is that 11 { r ) educing infant 
mortality is a complex task with no simple and quick solution..." 
and insists that further study is npcAssary before effective 
intervention strategies cmn be developed 

The Administration and the Department are awaxe of the 
increasing gap of the infant mortality rate between whites and 
minorities. They also acknowledge that there has been a decline 
in (.renatal care for black women in the current decade since 

D 

J'uagan took office. Yet, according to Assistant Secretary of 
i.mS, \>i . Edward Brandt, "quality orenatal care is an importar.t 
intervention opportunity. There is little question as to the 
value of prenatal care in improving the health of pregnant women 
and preventing or reducing the complications of pregnancy and 
labor . . , w9 

The Reagan Administration must not be allowed to take credit 
f<ir pu*** successes in the programs it in trying its best to 



7 

Stntemonr by Edward K . Brandt, Jr. M»D., Assistant 
Secretary tot Health, before the Energy and Commerce 
Subc<»mm M ees on Overs iqht and Investigations and Henlth and the 
hnvi ronmen!. f I'.S. Mouse of Hepresentnt ives, March 16, 1984, j-,2. 

8 Id at f . 

" Id at < . 
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eliminate. Moreover, the Administration must by, prevented from 
further cutting funds for programs .known to help induce infant 
mortality. i,uch programs include, Titli- V Maternal arid Child 
Health Care, Community and Migrant Health Programs, Medicaid, 
AKDC, and WIC. The Ubi goes on. Perhapfi, most important, the 
Administration must not be allowed to fail to address this 
critical national health problem by claiming it needs further 

study, j 

Xn contrast to the keagan Administration's approach, the. 
Public Advocates petition calls for a national standard for 
comprehensive prenatal care and seeks an educational program to 
inform women t*" the importance of prenatal core. It also calls 

. fur an expansion of states* maternal and child health programs to 
include- all needy women and children. These remedies designed to 
reduce infant mortality are certainly more reasonable and 
absolutely mere cost efficient than the tremendous expense in 
can*q for low birth we 1 ght 1 assoc i ated illnesses and their 

\ life-long effects. The ' latter cost? will devour any immediate 
--^savings and cost the government billions. 

In conclusion, th* Energy and Commerce Committee in to be 
commended tor hold- no hearings or. the infant iroitality gat, and 
the need for prenatal care. While we would welcome long term 
legislation that would establish comprehensive prenatal care for 
„H poor pregnant women, we urge Connress to pressure the • 
Administration to act immediately on the Public Advocator, 
pet it i<>n . 

o 
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